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to qualitative chemical composition of ethyl alcohol was 
discovered late in the eighteenth century by the brilliant 
scientist, Lavoisier. Attempts at exact measurement of the 


alterations in structure and function that result from the use 
of alcohol were not made until a century later. The subjec- 
tive composition of the beverage-alcohol mood had been spon- 
taneously and widely found many centuries earlier, and 
practical experiments had carried on a continuous program 
of exemplification through the intervening years. 

We need not turn to ancient history for convincing exhibits 
of the remarkable quality that alcohol possesses for confusing 
human behavior and the remarkable quality of the human 
behavior that is confused by alcohol. From among recent 
illustrations in my own acquaintance comes the experience of 
a chauffeur who, after drinking four beers, had the misfor- 
tune to run into and damage an automobile belonging to a 
man with whom he was not on friendly terms. Realizing his 
predicament, the chauffeur, who was accompanied by a woman 
friend, went immediately to a physician, who was willing to 
testify to his sobriety. Not yet fully satisfied, the man tele- 
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phoned his lawyer, who advised him to go to the New Haven 
Hospital for a blood test to prove that he was not drunk. 
Mentally relieved by this sound advice, the chauffeur and his 
girl started for the hospital. En route they stopped at a bar, 
where he had two highballs, perhaps to fortify himself against 
the hospital experience. At the hospital the young physician 
on duty secured the necessary few drops of blood from the 
chauffeur and reported these circumstantial details in for- 
warding the sample for analysis. This incident suggests 
some of the many confusing aspects that are inherent in the 
problem as well as in the personalities involved in its handling. 

Landmarks in the Scientific Study of Alcohol_—In speaking 
to mental-hygienists, it is probably unnecessary to dwell at 
length on the physiological and psychological effects of single 
doses of beverage alcohol as they have been worked out in 
the laboratories of the world during the last half century. 
We know that ethyl alcohol acts chiefly as a depressant on 
the higher nervous centers, that it is a mild anesthetic oxi- 
dized in the body, and that it has a special affinity for the 
brain tissue. With their respiration calorimeter, Atwater 
and Benedict forty years ago proved that alcohol was 
promptly and readily utilized in the bodily metabolism with- 
out the need of a digestive process. About the same time 
Nicloux, in his convincing animal studies, showed that ingested 
or injected alcohol readily gains access to the lymph, the 
saliva, the pancreatic juice, the bile, the cerebrospinal fluid, 
and the amniotic fluid, as well as to the blood and urine. 
Grehent, also in France, made clear the nature of the curve 
of rising alcohol concentration in the blood and the relation- 
ship of this to the temporal appearance and quantitative 
aspects of toxic behavior. Mellanby, in England, early 
worked out some of the most significant relations between 
dilution in the alcoholic beverage and the rate of its invasion 
of the organism. The work of Kraepelin in Germany, of Ley 
in Belgium, of Thunberg in Sweden, of Dodge in the United 
States, and of many others whom I should like to mention, 
has become basic in our present-day understanding of the 
psychophysiological aspects of human behavior under the 
influence of alcohol. 

In view of the great volume of literature on alcohol experi- 
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mentation, it is of course inevitable that there should appear 
to be some conflict. It was only gradually that workers in 
this as in other fields learned the importance of control experi- 
ments, control dosages, preliminary practice periods, age 
differences, individual-tolerance differences, and the many 
other complexities that must necessarily be dealt with in 
thorough scientific work. Alcohol can be taken in so many 
different dilutions that the work of various experimenters 
was in these terms only infrequently comparable, and with 
respect to many other important factors uniformity can be 
only slowly achieved. Students of alcoholic effects are, how- 
ever, no longer worried about the seeming conflicts because 
they are seen to be of only minor importance as the main 
outlines of the well-established scientific findings emerge. 
Scientific study of the alcohol problem has not always been 
clear of the dust raised by the emotional struggles of non- 
scientific and often highly partisan groups. In periods of 
vivid and even acrimonious debate, and whenever the social 
standards with regard to the use of liquor have come into 
the foreground of group or national interest, it has been 
difficult even for scientific treatises to remain clear of the 
charge of partisanship. 

Alcoholism, the general pathological state resulting from 
overindulgence, as a special phase of the alcohol problem, has 
come to be viewed in the perspective of scientific research 
in its psychiatric and sociological significance as a phenome- 
non of modern life and from the point of view of the study 
of the personalities who become its victims and of the methods 
now in use for their aid and recovery. 

The Phenomenon of Alcoholism.—Alcoholism may be de- 
fined as the condition in a biological organism that results 
from the prolonged ingestion of a particular group of fluids 
to an extent that results in certain modifications in physio- 
logical processes and in psychological functions. It is one 
in a definable series in which morphinism is a more serious, 
caffeinism a less serious condition. Probably all living organ- 
isms are subject to the effects of this series; for example, to 
mention some rather extreme instances, fish and chimpanzees 
can be and have been made into drug addicts. But the effects 
of excessive drug addiction are of special interest in man 
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because he alone willfully indulges in the use of the whole 
known intoxication series, and in the life history of his kind 
the effects of the various drugs play a réle of importance to 
individual and social life, to growth, and to progress. Of 
the entire series alcoholism bulks many times larger than 
all the others combined. For example, in the United States 
mortality from alcoholism is about forty times that from 
chronic poisoning by all other organic substances. Alcohol- 
ism ranks with syphilis in the frequency of its occurrence 
and in its damage to the human family. For this reason, and 
also because alcoholism rests on man’s individual and collec- 
tive will rather than on the wiles of disease organisms, it is 
essentially and legitimately a psychological topic suitable for 
consideration in an international mental-hygiene program. 
We may say that insanity is to alcoholism as military con- 
scription is to volunteer service; and as mental-hygienists, 
we are not in favor of either. 

The profound changes in the behavior of alcoholics might 
easily suggest that corresponding changes or lesions occur in 
the soma. Perhaps they do occur; a certain number of 
pathological alterations have in fact been claimed or demon- 
strated. These include chronic leptomeningitis, multiple or 
peripheral neuritis, gastritis and achlorhydria, fatty degen- 
eration of the heart, kidneys, and liver, cirrhosis of the liver, 
and damage to the reproductive cells. But in post-mortem 
examination of persons who have died from acute alcohol 
poisoning, usually no injury to any bodily organ can be 
detected by eye or microscope, and death is chargeable only 
to the profound action of the alcohol on the functions of the 
nervous system and, specifically, to the concentration in the 
brain of an intolerable amount of the substance in question. 
In chronic alcoholism there is no pathognomonic sign that 
the critical pathologist can point out. Martland, in a recent 
candid review’ of the somatic results of chronic alcoholic 
poisoning, concludes: ‘‘The main damage caused by alcoho! 
is to the central nervous system. That is probably due, 
chiefly, to its action on the high fat content of the cells of 

1‘*The Pathology of Acute and Chronic Alcoholism,’’ by H. 8S. Martland, 


M.D., Chapter IX, pp. 202-23, in Alcohol and Man, edited by Haven Emerson, 
M.D. New York: The Macmillan Company, 1933. 
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this system. ... If there are structural changes, they can 
rarely be recognized by our present methods of investigation. 
Serious anatomical defects in the nervous system due solely 
to alcohol are seldom seen at autopsy.’’ In the last two 
decades, with improved methods of observation, singularly 
little irreversible alcohol pathology has been discovered, but 
the question is of course not yet finally settled. 

When we admit that alcoholism is chiefly mental rather 
than physical, we have in no way diminished its importance 
as an individual handicap and a social menace. Rather have 
we, I think, properly come to emphasize its nature as a 
psychological and a psychiatric problem—and, therefore, its 
significance for mental hygiene—by stripping it of the pseudo- 
scientific implications of enthusiastic fanaticism and of in- 
adequate diagnostic methods. If we proceed from these 
qualitative matters to consider even briefly the incidence of 
alcoholism, we are impressed with the quantitative impor- 
tance of a problem that owes its origin to the natural seeking 
and finding of pleasurable experience in a world where a 
considerable percentage of the adult inhabitants are not 
capable of mature self-control, and where the mentally easy 
and immediate way out is certain to be an automatically 
popular ‘‘choice.’’ 

Alcoholic Admissions to Mental Hospitals—Admissions to 
hospitals for mental disease in the United States in 1935 
include 4,883 alcoholics among 86,061 first admissions with 
psychosis, or 5.7 per cent of the total; also 6,487 first admis- 
sions of alcoholics among 15,401 admissions without psychosis, 
or 42.1 per cent of this total. The entire alcoholic group of 
11,370 patients makes up 11.2 per cent of the first admissions 
in 472 United States hospitals. Since alcoholism infrequently 
occurs before the age of twenty, its general incidence is best 
stated in terms of the population twenty years of age or older, 
estimated for the United States in 1935 as 81,000,000 persons. 
In these terms, the incidence of alcoholism, on the basis of 
first admissions to mental hospitals in 1935, approximates 
14.4 per 100,000 adults. Alcoholics constitute between one- 
fifth and one-fourth of the private mental-hospital first 
admissions, 6 per cent of the similar admissions for county 
and city hospitals, and 11 per cent for the state hospitals. 
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Statistics from countries other than the United States are 
generally similar. To the extent that there is agreement in 
terminology, classificatory methods, and social customs, all 
are faced with a problem of similar and important statistical 
dimensions. 

Alcoholism is predominantly an urban male disease. In 
the United States more than 80 per cent of alcoholic first 
admissions come from urban areas and more than 85 per cent 
are males. The general results show about 9 per cent urban 
male first admissions, 4.5 rural male first admissions, 2 per 
cent urban female, and less than .05 per cent rural female 
cases. There are six times as many male as female alcoholic 
readmissions; and in the total hospitalized population, there 
are two and a half times as many male as female alcoholics. 

When viewed in relation to age, alcoholic psychosis is found 
to make its attack primarily in middle life. Distribution by 
age of 2,994 alcoholic psychoses (male) appears in the United 
States mental-hospital statistics for 1933 in ratios as follows 
when the 25-34 year group is set at 100: 


Age groups: 20-24 25-34 35-44 45-54 55-64 65-74 
Ratios (male): 20 100 200 236 165 78 


The ratio rises rapidly as middle life is approached, and 
then recedes less rapidly. 

Prohibition and Alcoholism.—Prohibition in the United 
States produced experimental data of importance to all social 
science, including mental hygiene. The relationship between 
alcoholism and public sentiment with regard to the use of 
alcohol is suggested in Table I, which shows the changes in 
social attitude toward prohibition during the years 1910-1935 
in connection with the variations during the same period of 
the rates of incidence of various manifestations of alcoholism 
which may be taken as indices of its prevalence: (1) the mor- 
tality rate from alcoholism in the United States registration 
area, in New York State, and in New York City; (2) the 
alcoholic first admissions to New York state mental hospitals 
and to Bellevue Hospital, New York City; and (3) convictions 
for intoxication in New York City.’ In the first period shown 

1 Computations were made by the writer from reports of the United States 
Government, of the New York State Department of Health, and of the New 


York City Bureau of Statistics, and from ‘‘The Alcoholic Admissions to Bellevue 
Hospital,’’ by N. Jolliffe, M.D., in Science, Vol. 83, pp. 306-09, March 27, 1936. 
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in the table, the five years before the World War—1910-1914, 
inclusive—deaths from alcoholism in the United States ranged 
from 8.2 to 10.0 per 100,000 of the population twenty years 
old and older. In the state of New York in the same period, 
deaths from alcoholism ranged from 14.9 to 17.4; in New York 
City, from 18.4 to 20.9. First-admission rates of alcoholics 
in the New York state hospitals were between 7.7 and 10.2; 
convictions for intoxication in New York City numbered 53 
to 63 per 100,000. Bellevue Hospital in New York City in 
this same period reported admissions of 5 to 7.4 male and 1.8 
to 2.5 female alcoholics per 100,000 in the age range twenty- 
five to sixty-four inclusive. It is interesting to observe a 
conspicuous trend of decrease in these various rates in the 
next period, 1915 to 1918 inclusive. In this pre-prohibition 
period, the public was keenly feeling the seriousness of the 
World War and the desirability of increasing efficiency and 
of stopping needless waste, and it was at this time that some 
eighteen of the forty-eight states independently adopted dry 
legislation, thus increasing the number of dry states to thirty- 
three before the adoption of the Eighteenth Amendment. The 
country as a whole was moving toward a strong temperance 
or prohibition position. 

In interpreting the remarkable changes in the incidence of 
alcoholism shown in our table, we should remember that the 
Kighteenth Amendment to the Constitution was proposed on 
December 18, 1917, by the Sixty-fifth Congress to the legis- 
latures of the several states of the United States; that on 
January 29, 1919, the United States Secretary of State pro- 
claimed its adoption by thirty-six states; and that he declared 
it in effect on January 16, 1920. But even before this final 
date, on July 1, 1919, because public sentiment was ready to 
accept it, so-called ‘‘wartime prohibition’’ went into effect. 
The year 1919 shows a definite continuation of the downward 
trend in all our indices of alcoholism with the exception of 
admissions to Bellevue Hospital, where the rate remained 
practically constant. 

The years 1920 and 1921 represent prohibition at its best 
in the United States. The country as a whole approved the 
legislative measure; forty-six states ratified the amendment, 
although thirty-six would have been sufficient for its passage, 
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and some 84 per cent of the state senators and 79 per cent of 
the state legislators voted in its favor. At this period our 
American society accepted prohibition as an economic and 
moral good; it was popular to obey the Dry Law and to urge 
its enforcement. The effectiveness of public opinion is wit- 
nessed by the reduction, in the period from 1919 to 1921, of 
the mortality rate from alcoholism to a fifth or a fourth of 
the rates shown in the period before the War, while mental- 
hospital admissions of alcoholics were reduced to about a fifth 
of the former number and convictions for intoxication in New 
York City dropped from 50 to 15 per 100,000. From the 
standpoint of reducing alcoholism, prohibition in its first two 
or three years in the United States, supported as it was by 
public approval, was about 75 per cent successful. 

Beginning in 1921, however, the incidence rates began to 
climb, and this trend continued, slowly, for some eight years. 
After the close of the war, and with the return of prosperity 
in the United States, economic pressure and the urge for 
efficiency were somewhat relaxed. The flush of prohibition 
enthusiasm paled and illicit trade in liquor established itself, 
with the result that enforcement became more and more diffi- 
cult, federal law in this particular was grossly violated in 
wholesale fashion, and not a few citizens came to doubt the 
desirability of legal prohibition. 

The amendment to repeal prohibition was adopted by the 
Seventy-second Congress, was transmitted to the states in 
February, 1933, and went into effect on December 5 of the 
same year. The year 1933 might, therefore, be expected to 
represent a country-wide relaxation of public opinion favor- 
able to prohibition in the United States, but the indices show 
a much less striking change in the years 1932 to 1934 than 
was found for the years 1919 to 1921. Illegal had preceded 
legal repeal so generally that the change in the Constitution 
scarcely caused a ripple in the current toward our mental 
hospitals, where the tide had been rising during the previous 
decade. 

With statistics available for 1934 and 1935 only, as repre- 
senting a legal post-prohibition period, the data are too few 
to be at all convincing; but from the standpoint of mental 
hygiene it is gratifying to note that, with the possible excep- 
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tion of alcoholic admissions to New York state hospitals, the 
rates have not returned to the level of the 1910-1914 period. 
Something has happened to public sentiment or to public 
information about alcohol, to American drinking habits, to 
the medical care of alcoholics, or to a combination of these 
and perhaps other factors, so that the problem of alcoholism 
in the United States does not look now as formidable as was 
anticipated in 1932-33. Undoubtedly in 1919 and 1920 hopes 
for the disappearance of alcoholism were entirely too ideal- 
istic. Extrapolation of the incidence curve for 1918, 1919, and 
1920 prophesied its submergence below the horizon. Although 
that must now be designated as a false prophecy—perhaps a 
childish one—the fact remains that when public opinion was 
predominantly in favor of curtailment in the use of alcoholic 
beverages, the social-maladjustment phenomenon of alcohol- 
ism was promptly and remarkably reduced. 

The prohibition experiment in the United States not only 
made a direct attack on the quantitative consumption of 
alcohol, but increased the already widespread interest in the 
causes and consequences of alcoholism. Attention has been 
directed toward a number of aspects hitherto little studied, 
including the problem of associated pathological features. 
Among these the studies of the deficiency diseases are 
important. 

Chronic Alcoholism, Pellagra, and Polyneuritis—The psy- 
chologist may not inappropriately review here certain contri- 
butions of his medical-clinical colleagues, since their findings 
have an important bearing on our formulation of the central 
problem in alcoholism. The studies in question are a recent 
series of dietary observations and researches that have 
brought noteworthy clarification into the picture of alcohol- 
ism by extending its differential diagnosis. The value for 
mental hygiene is twofold: the possibilities for treatment of 
bodily conditions associated with alcoholism have been in- 
creased, and the essentially psychological character of alco- 
holism itself has been further demonstrated. The latter result 
places the emphasis for mental hygiene where it should be— 
on the personality of the alcoholic and the nature of his 
experience with alcoholism. 

That alcoholics tend to be poor and irregular eaters has 
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long been known; in fact, before 1600 the alcoholic had been 
made to say: 
**T cannot eat but little meat, 
My stomach is not good; 


But sure I think that I can drink 
With him that wears a hood.’’ 


But this characteristic has not until recently been scrutinized 
in its medical aspects, although Casal, in 1762, and Leudet, 
in 1869, had observed that pellagra was frequently asso- 
ciated with chronic alcoholism. Leudet called this ‘‘pseudo- 
pellagra’’ in distinction to ordinary pellagra. 

It is now known that malnutrition in combination with 
poverty and dietary ignorance sometimes produces cases of 
pellagra in middle-aged adults; and excessive users of alcohol 
place themselves readily in this classification through their 
loss of appetite and neglect of person, and probably also 
because the alcohol consumed represents a large calorific 
intake, amounting to about 2,800 calories per quart of whisky. 
Pellagra in association with alcoholism occurs chiefly, if not 
always, in those instances in which distilled liquors are used. 
Recently at Yale and other medical centers new and rather 
convincing evidence has been secured that pellagra is identical 
with the deficiency disease complicated by chronic alcoholism.’ 
The subject has been approached from three angles: The 
clinical pictures presented by the two conditions show much 
more agreement than difference; the anatomical lesions are 
almost, if not quite, indistinguishable; and specific anti- 
pellagric therapy produces remission in alcoholic pseudo- 
pellagra also, even if the alcohol intake is continued during 
the period of treatment. The frequency of achlorhydria 
among alcoholics has been suggested as a possible reason for 
their susceptibility to gastrointestinal disturbances and to 
pellagra. 

Similarly alcoholic polyneuritis, described in 1787 by John 
Lettsom, has recently yielded dramatically to dietary therapy. 
Perhaps rather willing to expect evil things of ethyl alcohol, 
medical opinion has held a view that the alcohol, through a 

1 See ‘‘Pellagra in Association with Chronic Aleoholism,’’? by H. M. Zimmer- 


man, M.D., L. H. Cohen, M.D., and E. F. Gildea, M.D. Archives of Neurology 
and Psychiatry, Vol. 31, pp. 290-309, February, 1934. 
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toxic effect on the peripheral nerves, was the direct cause of 
the polyneuritis. Recent researches have shown conclusively 
that peripheral neuritis in such alcohol addicts is the result 
of vitamin B deficiency. Hospitalized alcoholic-polyneuritis 
cases can even be cured dietarily while they continue their 
daily ingestion of a quart or more of whisky. 

Perhaps we cannot yet say that so-called ‘‘whisky paraly- 
sis’? now makes its exit from the picture. It seems clear, 
however, that two alcohol-associated difficulties which may 
be of mixed and varied types and which have been devastating 
to many patients are now to be recognized as instances of 
avitaminosis, and treated accordingly. In association with 
chronic alcoholism, they may be due in part to gastrointes- 
tinal-function disturbances; but in any event they spring 
from dietary deficiency, which is rather characteristic of 
heavy drinkers of hard liquor and particularly of those who 
are of dependent or marginal economic status. It is too early 
to say positively whether this achievement of increased defini- 
tion in knowledge about alcoholism as a medical problem will 
react favorably to reduce excessive use of alcohol. In not a 
few cases doubtless physicians will clear up one attack of 
polyneuritis only to have the patient come back the sooner 
with similar or intensified symptoms. However, I think these 
will be the poorer exceptions that prove the better rule, since 
it is my conviction that every factual clarification that can be 
brought to bear on alcoholism will in the end act favorably 
for mental hygiene. 

Alcohol and Personality—The chemical constituents of 
alcoholic beverages are now fairly well-known, and have been 
named and described; * the intellectual and emotional changes 
produced by light and heavy drinking have been intensively 
studied ;? but the personality constituents that characterize 
alcoholics are only beginning to be subjects of research. Indi- 
vidual differences in tolerance and in sensitivity to toxic effect 
have long been remarked: while for one, intoxication results 
from a small ingestion, another may drink an almost indefi- 

1See ‘*The Human Toxicology of Aleohol,’’ by E. Bogen, M.D., Chap. VI, 
pp. 126-52, in Alcohol and Man. 


2 See ‘‘ Psychological Effects of Alcohol in Man,’’ by W. R. Miles, Chap. X, 
pp. 229-72, in Alcohol and Man. 
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nite amount and continue to maintain moderately good con- 
trol. Further research may substantiate suggestions such as 
those of Professor Pusett that these differences depend on 
the relative functioning of the suprarenal capsules or on some 
other physiological idiosyncrasy. But at present it seems 
highly probable that accurate and detailed psychiatric his- 
tories and clinical descriptions of the personalities of alco- 
holics are more important for an understanding of alcoholic 
behavior than is knowledge concerning the rate of alcohol 
utilization in the body. 

For a broader understanding of the total aleohol problem, 
full psychological and psychiatric analyses of large numbers 
of cases are probably essential. A beginning in correlating 
personality-behavior study with type and degree of alcohol 
addiction is to be found in the first researches into age and 
sex differences in incidence and toleration. A recent study 
of the personality of alcoholics will illustrate the line along 
which further progress may be made. One hundred consecu- 
tive cases of alcoholism admitted to Bloomingdale Hospital, 
New York, were analyzed by Wall? with respect to diagnosis, 
family background, religious affiliation, economic status, in- 
fant traits, adult traits, accomplishments and interests, rela- 
tion to parents and siblings, psychosexual developments, 
pathological jealousy, and drinking history, with character- 
istics and degrees of tolerance and correlations with types 
of mental disorder. The total group picture shows a high 
percentage of alcoholic excess in the family background; 
exaggerated emotionality in one-third of the mothers; a tend- 
ency in the alcoholics themselves to persistence in thumb- 
sucking in childhood and to the seeking of oral satisfaction 
in adulthood. ‘‘Food idiosyncrasies, gastrointestinal tensions, 
and fastidious appetites were noticeable even during their 
hospital residence.’’ Lack of ambition and of well-formulated 
life planning were characteristic, although one-third of the 
group were men of accomplishment. The distribution in 
terms of religious affiliations may not have differed from that 
of the general population from which the group was drawn. 
Overt homosexuality characterized a ninth of the group; a 


1See ‘‘A Study of Alcoholism in Men,’’ by J. H. Wall, M.D. American 
Journal of Psychiatry, Vol. 92, pp. 1389-1401, May, 1936. 
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somewhat feminine identification expressed in a feminine 
attitude, more than one-third. Fondness for male society was 
marked; in acute hallucinosis a homosexual conflict was fre- 
quently revealed. Anxiety and fear were present, associated 
with the rejection of the homosexuality. Don Juan overcom- 
pensations were also marked, with autoerotic elements. Of 
the seven-tenths who had married, most were unhappy in this 
relationship; quarreling and bickering with their spouses 
were usual, and indifference or jealousy toward the children 
was prevalent. Pathological jealousy was characteristic of : 
the one-seventh who were divorced. The average age at which 
drinking had begun was eighteen, and four-fifths had begun 
to drink to excess by the age of twenty. Drinking in excess 
even in the early years tended to be solitary, although social 
drinking may have served to introduce the habit. Proper 
nutrition and water intake had been noticeably neglected. 
Craving for the anesthetic effects of alcohol early predomi- 
nated over the pleasures of social drinking. The average 
maximum intake for twenty-four-hour periods was one quart 
of whisky. ‘‘In the older patients it is remarkable how little 
tolerance exists; ofttimes only small quantities induce intoxi- 
cation.’’ Boasting about drinking was characteristic of the 
young members of the group and associated with drinking 
prowess was sexual prowess. Among the two-thirds of the 
group who were not psychotic, impulsiveness, inability to 
postpone gratification, and a craving for the infantile omni- 
potence of alcohol intoxication were characteristic. 

With the exception, perhaps, of the oral traits, the charac- 
teristics of this group are those of psychopaths generally.’ 
In background and in traits they resemble, for example, the 
homosexuals described by Terman and Miles,’ although they 
definitely exceed these in extent of acceptable socio-sexual 
adjustment and occupational accomplishment. The alcoholics, 
like the homosexuals, display almost without exception 
abnormal social and psychological backgrounds, and their 
personalities consistently reveal constitutional and experi- 
ential defects. 

1See Psychopathic Personalities, by E. Kahn, M.D. New Haven: Yale Uni- 
versity Press, 1931. 


2 See Sex and Personality, by L. M. Terman and C. C. Miles. New York: 
McGraw Hill Publishing Company, 1936. 
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The small group whom we have studied in the Yale Institute 
of Human Relations reveals in psychological study character- 
istically psychopathic traits. These men, while intrinsically 
fairly capable as shown by their performance with short, easy 
tasks, lack persistence in motivation and ambition for accom- 
plishment requiring effort. They admit fewer neurotic tend- 
encies than do average men of their age and social status, 
they tend to emphasize extrovert behavior patterns, and they 
are inclined to react more to social pressure than to well- 
defined and adequate personal goals. They express more 
self-consciousness than the average and they are deficient 
in independence. They like to do work in which the objectives 
are clearly defined and where they feel certain of successful 
accomplishment. They avoid work involving difficult and 
complex problems of judgment and tend to be easily satisfied 
with their rationalizations regarding these and other escapes. 

Eventually control comparisons in personality terms of 
alcoholics and well-adjusted drinkers and non-drinkers may 
help us to know where essential differences exist and at what 
points further study may be most efficiently directed toward 
the ends both of scientific understanding and of therapy. 

A number of studies have been made of the relationship 
between alcoholism and crime.’ The findings of one of these 
are summarized in Table 2. 


TABLE 2. CORRELATION OF HABITS WITH REGARD TO ALCOHOL AND TYPE OF 
CRIME IN 2,995 CRIMINAL OFFENDERS * 


Total number Per cent Per cent Per cent 

Type of crime of cases intemperate temperate abstinent 
Damage to property K 54 39 
Stealing and burglary 30% 45 47 
Sexual offenses . . 2% 55 38 
Violence to the person 5 60 36 
Forgery and fraud 33 59 


49 44 7 


ig Percentages computed from table in The English Convict, by Charles Goring (London: 
His Majesty’s Stationery Office, 1913), as quoted by Adler, loc. cit. 


The data show more intemperate than temperate drinkers 
in this group of criminal offenders, but we have no evidence 


1 See ‘‘The Relation of Aleohol and Crime,’’ by H. Adler, M.D., Chap. XII, 
pp. 310-26, in Alcohol and Man. 





544 MENTAL HYGIENE 


of the size of the respective populations from which these are 
recruited. Similarly unexplained are the small percentages 
in the abstinent group. The intemperate showed a tendency 
to crimes of violence to the person and to sexual offenses. 
The contributions to these results of the constitutional psy- 
chopathic impulsiveness of the alcoholic and of the specific 
release of this impulsiveness through the narcotic action of 
alcohol are at present involved inextricably in an unsolved 
psychological puzzle. Damage to property weighs about as 
heavily against the alcoholics as sexual offenses and seems 
to be chargeable to their released impulsiveness coupled with 
their well-known lack of motor control when under alcoholic 
influence. 

The presence of alcoholism in the hereditary background 
of alcoholics has incited experimentation and statistical analy- 
sis with reference to the biological implications. The evidence 
so far assembled suggests that selective eradication of the 
weaker germ cells may occur. There appears, however, to 
be no definite evidence that surviving offspring of alcoholic 
forbears are demonstrably defective as a result of the alco- 
holism per se. The inheritance of a predisposing sensitive 
or psychopathic constitution is another matter. Again it is 
the psychology rather than the pathology of the problem that 
requires further study. 

Therapy in Alcoholism..—Therapy in alcoholism has the 
same discouraging aspects and presents the same challeng- 
ing opportunities as therapy in mental disorders generally, 
although in a somewhat different manner. The discouraging 
aspects of alcoholism are the frequent recurrence of the 
condition, the persistence of the personality traits that pre- 
dispose to it, and the general habit formations rooted in the 
personality and contributed to it by the passive avoidance of 
realistic effort and active adjustment which are the very 
essence of the alcoholic experience. The challenge for the 
physician and the welfare worker lies in the need for aid of 
human sufferers, and for the scientist in the attraction of 

1 For a recent comprehensive review of this field, the reader is referred to 
‘*The Management of Chronic Alcoholism in England, Scandinavia, and Central 


Europe,’’ by R. Fleming, M.D. New England Journal of Medicine, Vol. 216, 
pp. 279-89, February 18, 1937. 
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exploration in little-known borderlands of research where 
individual students of personality have perhaps progressed 
as far as possible alone and must now work together in making 
further advances. 

The medical-psychiatric treatment of alcoholism consists 
essentially of removal of the alcoholic agent, rest, increase in 
balanced nutrition and in fluid intake, with the establishment 
of normal elimination. The treatment of delirium tremens 
as an acute alcoholic episode is to-day fairly standardized 
and described as calling for sedatives during the attack, a 
spinal puncture to release any increased intracranial pres- 
sure, the administration of liver extract and vitamines, intra- 
venous injections of hypertonic solution such as sodium 
chloride or glucose, alkalinization, and general supporting 
therapy when the acute excitement decreases. But the cure 
of a specific case of chronic alcoholism is quite a different 
matter, and no universally successful and generally accepted 
therapy is at hand, although, as Fleming says,’ ‘‘ practically 
every form of therapeutic approach has been successful; 
religious conversion, psychoanalysis, apomorphine contra- 
conditioning, hypnosis, abstinence clubs, legislative and eco- 
nomic reforms, the several varieties of institutional routine— 
all have their coterie of enthusiastic advocates, all are fanati- 
cally intolerant of any approach but their own, and doubtless 
all may have a place in a rational therapy of chronic alco- 
holism.’’ The suggestion of oxygen treatment as an antidote 
against the effects of alcohol represents another attempted 
line of attack. The partial parallelism in subjective effects 
between alcohol intoxication and anoxemia and the facts 
recently brought out that alcoholic intoxication is more pro- 
nounced when oxygen pressure is less at high altitudes point 
to an interesting and complex relationship between alcohol 
and oxygen that appears very attractive as a field of research, 
even though the Verworn theory of narcotic action through 
asphyxiation may no longer be generally accepted.’ 

Psychiatric treatment of chronic alcoholism adds to the 
basic routine a full program of active physical exercise, con- 

1 Op. cit. 

2See ‘‘Relationship Between Alcoholic Intoxication and Anoxemia,’’ by R. 


A. McFarland and A. L. Barach, M.D. American Journal of Medical Science, 
Vol. 192, pp. 186-98, August, 1936. 
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structive occupational work, and agreeable social relaxation. 
At the same time the physical systems are scrutinized and 
corrective physiological and medical measures are instituted 
as needed. The mental life and experience of the patient is 
reviewed and his personality-adjustment problems attacked 
in terms of his interest and ability, under guidance, to face 
them. 

Psychological treatment differs from this chiefly in a more 
specific emphasis on study and utilization of the mechanisms 
of habit, attention, and interest. Medical routine and treat- 
ment are of course carried on by a codperating physician and 
deep conflicts are usually not directly probed. In general the 
less deteriorated cases are undertaken by psychologists and 
the life during treatment is not typically institutional.’ 

The psychoanalytical treatment emphasizes study of the 
deep elements of conflict, apparently on the basis of an 
assumed human homogeneity and quite without positing or 
seeking physical bases for personality types or differences 
in the human material. The experiential roots are sought 
by the analyst in the psychic constitution. The psychoanalytic 
theory of alcoholic behavior is in a state of interesting and 
stimulating debate, to which the important material contained 
in the analyses of alcoholics continues to contribute illuminat- 
ing descriptive data. 

The psycho-social treatment may include any of the fore- 
going programs, together with thorough analysis of the 
sociological background and adjustments of the patient, and 
an active, constructive program of psychiatric social work 
for the continuation of rehabilitation and the maintenance of 
achieved results after the hospital period is ended. In his 
lecture on alcoholism before the First International Congress 
on Mental Hygiene, Professor K. H. Bouman, of Holland, 
outlined the work of the Consultation Bureau Service for 
Alcoholics so effective in his country.? In the United States 
rehabilitation is typically codperative, combining psychiatric, 
hospital, and dispensary care with psychiatric social adjust- 


1See To Drink or Not to Drink, by C. H. Durfee. New York: Longmans, 
Green, and Company, 1937. 

2**Aleohol as a Mental-Hygiene Problem,’’ by K. H. Bouman, M.D. Pro- 
ceedings of the First International Congress on Mental Hygiene, Vol. 1, pp. 
444-71. New York: The National Committee for Mental Hygiene, 1932. 
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ment and reéducation by organizations such as, notably, the 
affiliates of the Family Society of America. 


Mental Hygiene and Alcoholism.—The tribute collected for 
one of the early Pharaoh of Egypt on a certain expedition 
listed among other things 51 slaves, 470 jars of honey, and 
6,428 jars of wine, and the resulting celebration called forth 
the historian’s enthusiastic comment: ‘‘ Behold, the army of 
his majesty was drunk and anointed with oil every day as 
at a feast in Egypt.’’ From of old mental hygiene has had 
to face this situation: the bottles of wine always outnumber 
the jars of honey. The effects of alcohol which attract the 
human being to its use are well known to all of us. They 
help to explain why alcoholism, of all the pathological condi- 
tions resulting from the use of drugs or other material sub- 
stances, is the most widespread. The popularity of ethyl 
alcohol in beverage form, made potable and attractive by 
every device which brewer and distiller can employ, will no 
doubt continue so long as men enjoy its delightful subjective 
effects without generally running afoul of the serious conse- 
quences from its abuse. Dr. William Allen White, President 
of the first International Congress on Mental Hygiene, was 
of the opinion that of ten people who develop a liking for 
aleoholic drinks such as whisky and brandy, three will prob- 
ably become addicted and find themselves unable to break 
away from the habit of its use. The seven who can drink or 
stop drinking, as circumstance or responsibility indicate, think 
the three stupid and will-less. But the seven and the three, 
from different points of view, stand in need of the informa- 
tion, counsel, and guidance which straightforward and unemo- 
tional welfare workers, physicians, and scientists can give 
and are attempting to give. 

Solution of the social problem of alcoholism or ameliora- 
tion of its baneful effects must be sought through (a) the 
promotion and stimulation of continued study over a wide 
scientific front, including biochemical, physiological, medical, 
psychological, psychiatric and psychoanalytic, and socio-eco- 
nomic approaches; and through (b) the dissemination of the 
scientific factual material assembled at the various points. 
Large numbers of digests, summaries, and reviews have 
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appeared within the last decade and are ready for immediate 
use. Material of this kind is useful and should be made 
available in schools, public libraries, editorial offices and on 
the legal study table. It will doubtless be through adequate 
education regarding the limits of tolerance in each individual 
and the specific effect of given dosages on motor coordination 
and judgment that intelligence and moderation in the use of 
alcohol will gradually develop in the civilized world. The 
means for establishing both these points are available. One 
of the most open avenues for advance is the universal recog- 
nition that automobile traffic, so basic in our present life and 
economy, is made more dangerous by even moderate alcoholic 
indulgence. Every one listens to this note of warning, and it 
has even occurred to a liquor manufacturer in the United 
States to place a sign on his delivery truck reading: ‘‘ Remem- 
ber, when you drink, don’t drive!’’ International mental 
hygiene seeks to enlist every one, including the representatives 
of the commercial interests involved, to the end that the 
menacing effect of alcoholism on society may be reduced to 
a minimum. Our program for alcohol control cannot depend 


upon emotion; it must be based on scientific fact and social 
wisdom. 





THE PROBLEM OF FREQUENT 
REPLACEMENT OF THE YOUNG 
DEPENDENT CHILD 


FLORENCE CLOTHIER, M.D. 


Psychiatrist, The New England Home for Little Wanderers, 
Boston, Massachusetts 


M EDICINHE, teaching, and social work have much in com- 
mon. They are all professions that deal with the lives 
of people. Broadly speaking, their function is the same—to 
help individuals make a healthier, happier adaptation to 
reality and society. This aim of ‘‘doing good’’ has as its 
often neglected corollary the aim not to do harm. Medicine, 
teaching, and social work have the power to do much good 
and the danger of doing much harm. The particular problem 
I have in mind lies primarily in the field of social work. It 
must be faced and dealt with by social workers associated with 
state and private child-placing agencies. The problem is that 
of the harm done by well-intentioned agencies and workers 
in moving the young child about from one home to another. 
Before the turn of the century, dependent children were 
placed in free homes, with little investigation of the child or 
the home. Once placed, the child was left to sink or swim. 
Then, coincident with the growth of the mental-hygiene move- 
ment, came a change in the attitude of child-placing agencies. 
It began to be recognized that for the dependent or neglected 
child to develop into a socially responsible adult, he must be 
allowed to grow up in an environment that will meet his indi- 
vidual needs. The increasing number of professional social 
workers have come to look askance upon the former casual, 
but permanent, disposal of dependent children. The newer, 
more modern method is to regard each placement as a trial or 
an experiment. Before a placement is made, both child and 
prospective home are investigated. When the child is placed, 
he is carefully supervised, so that, if the experiment is not 
working out as successfully as had been hoped, a change can 
be made and a new experiment begun. 
549 
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Placements have come to be regarded as temporary, not 
only by the social worker, but also by the foster parents and 
the child. If the child does well in the home, supposedly he 
remains there. But the whole arrangement is looked upon as 
so temporary a matter that often, even when a child is devel- 
oping well and making a happy adjustment, he is moved for 
superficial reasons of expediency. If relatives descend upon 
the foster mother and her extra room is needed, she has no 
compunctions about calling upon the social worker to find a 
new home for the child. If a foster family wishes to move to 
a new community, the social worker may place the child in 
another home in order to keep him in the district supervised 
by the agency responsible for his board. In some cases chil- 
dren are moved because a particular home is approved only 
for children of a certain age group. In this case the child is 
automatically uprooted for no other reason than that he has 
ceased to be two or three or six years old. So we see that, 
with increasing acceptance of mental-hygiene concepts, the 
pendulum has swung from the old system of permanent, un- 
supervised placements to temporary, experimental placements. 

The newer system is undoubtedly a long step forward, but 
in it lurks a possibility of danger to the child’s personality 
development that was absent from the older system, under 
which a child, once placed, stayed placed. Staff members of 
child-placing agencies, with the best intentions in the world, 
but with insufficient knowledge of the factors that govern the 
child’s emotional growth, often do more harm than good by 
moving the child from one environment to another, even 
though the new home may seem by all odds superior. 

Our aim with infants and young children under our care is 
to provide a setting for them in which they can develop into 
well-adjusted personalities whose individual and instinctive 
needs are adequately satisfied and who, at the same time, are 
socially responsible people. That is, we hope for the children 
whom we have under care that they will not, by the life experi- 
ence to which we expose them, be subjected to excessive risks 
of developing either neurotic or delinquent traits. 

Perhaps one of the most outstanding contrasts between the 
tiny infant and the child ready to take his place as a member 
of the complicated community life of first grade at school lies 
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in the fact that the older child is beginning to be willing to 
forego immediate gratifications in favor of postponed or long- 
time satisfactions. The infant has one aim in life and one 
only—immediate bodily pleasure, comfort, and gratification. 
He wants what he wants when he wants it, and he uses every 
means at his disposal to get it. How and why does the trans- 
formation take place from a small individualist, whose only 
thought and aim is to force every one and everything around 
him to supply him with his wants, to a mature person, ready 
to take his place in a world made up of many other persons— 
a world that demands not only sacrifice of individual liberty 
for the sake of the group, but also the renunciation of gratifi- 
cations and the postponement of satisfactions? 

To the newborn infant nothing exists except himself. The 
world around him is merely an extension of himself—a some- 
thing to cater to his needs. His mother, who feeds him and 
cares for him, does not exist except as she ministers to his 
wants. As he grows a little older, he becomes aware that his 
mother, so important to his happiness, is not a part of him, 
does not belong to him, but has other interests, other respon- 
sibilities, and even belongs to other people, too. The child 
then realizes that he must struggle to hold his mother; he 
must keep her love at all costs, so that she will continue to 
protect him and satisfy him and also love him, for being loved 
has become one of his greatest needs. 

But this mother who, for the first months or year of his life 
seemed to exist only to gratify him, now becomes a person who 
makes demands on him. She demands that he stop putting 
things into his mouth, including his thumb, which is a great 
source of pleasure to him. She demands that he become clean 
in his toilet habits, and she forbids him to masturbate, which 
is also a source of pleasure to him. 

One after another the child does give up these various 
sources of bodily pleasure which we commonly eall ‘‘bad 
habits.’’ He complies with the demands of his parents in 
order to retain their love. His love for the parent and the 
parent’s approval and love for him seem more worth while 
than the satisfaction of his own immediate pleasure. In some 
instances, the child renounces his infantile gratifications in 
favor of his love relationships; in other instances, his instine- 
tive wishes find gratification in a changed or sublimated form 
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which is socially acceptable. In still other instances, the wish 
remains lurking in the background; denied expression at 
the cost of considerable psychic energy, the wish has been 
repressed. 

The small child’s love of his parents is such that, though he 
cannot make his parents his own in a real world, he seems to 
take into himself his beloved parents’ personality and attitudes. 
He tries to modify himself to resemble his mother or father 
or both. We say that he has developed a social conscience, or 
that he has learned what is right and what is wrong. What 
we mean is that he has begun to look at things, not from his 
own purely selfish point of view, but from our point of view, 
or, rather, that of his parents. He has identified himself with 
his parents or love objects. Because his parents accept his 
brothers and sisters without obvious antagonism, jealousy, or 
hatred, he, too, accepts them and renounces his former hos- 
tility, based on his rivalry with them for his mother’s atten- 
tion. As an example of the development of this social con- 
science or incorporation of parental attitudes, let us consider 
the progress from year to year of a child in relationship to 
some particular situation. 

Let us suppose that the parents are entertaining company 
for tea on a Sunday afternoon. The child of two is playing 
on the living-room floor. The mother asks that the child leave 
the room. He refuses to do so and continues with his play. 
When the mother insists that he go, he resorts to screaming 
and kicking, and finally has to be removed from the room 
bodily. One year later, when the child is three, the parents 
are again entertaining company at teatime. The mother now 
asks the child to leave the room. He argues and produces 
rationalizations as to why he should stay, but finally complies 
with the request. The next year, when the child is four, he is 
again playing on the living-room floor. Company arrives for 
tea and, at a word from his mother, he leaves the room. The 
next year, when he is five, and when the company arrives, he 
not only leaves the room of his own volition, but insists thet 
his younger brother leave the room, too. 

In this very brief and superficial tracing of the develop- 
ment of the young child from the completely asocial infant to 
the child ready to become a part of the highly social life of the 
community and school, the all-important element in his evolu- 
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tion has been his family—his relationship to particular people, 
his father and mother. It was only because of his love of 
them and need of their love that he was willing to give up 
what he wanted when he wanted it. His acceptance of the 
conventions and manners and attitudes of society was attained 
by his taking into himself the conventions, manners, and atti- 
tudes of his love objects. 

The children for whom child-placing agencies have to care 
are youngsters whose normal development in their own homes 
with their own parents has for some reason had to be inter- 
rupted. In the case of the very young infant, this means that 
foster parents will have for the child the full psychological 
significance of a child’s own parents. They become the love 
objects on whose personalities the child builds his personality. 
It is not what the parent or foster parent does or says that 
shapes the young child’s life, but what he is in his attitudes 
and in his relationships to other members of the family. 

For the young child who is in the process of forming object 
loves and, because of them, giving up the gratification of his 
own personal wishes, it is a tragedy each time he is moved 
from one home to another. Each such move means nipping 
in the bud the child’s strivings to become a social being. With 
too many such nippings or frustrations, the child gives up 
trying to form object loves and, like the infant, seeks pleasure 
in the gratification of his own desires without regard for 
society—so little to be depended upon for love, security, or 
stability. 

So we see that in the more modern, more experimental sys- 
tem of dealing with the dependent child we expose him to 
certain dangers. In our desire to give him the best possible 
supervision and home surroundings, we may unwittingly de- 
stroy his chances of growth into a social being by limiting his 
desire and his ability to form love objects. 

Any social worker could cite cases of children who have 
suffered, not so much from actual abuse and mistreatment, as 
from lack of opportunity, during the first six years of their 
lives, to form object loves. With these children we see re- 
peatedly the drive to attain immediate gratification of every 
whim or impulse and the disregard of social values and 
responsibilities. Without object loves, emotional growth 
through identification becomes impossible and the child grows 
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into an adult who still looks upon society as an organization 
designed to cater to his needs and to be coerced into doing so 
or bitterly fought for not doing so. Over and over again he 
repeats his childhood asocial pattern of trying to win himself 
gratifications. Because of his failure to form love objects 
and to incorporate them into himself as a framework on which 
to build his personality, he fails to make an adaptation to the 
reality situation of social life, which stipulates that in order 
to enjoy the satisfactions which society has to offer, he must 
sacrifice some gratification of his own instinctive demands. 


Billy is an illegitimate five-and-a-half-year-old boy, of normal intelli- 
gence, who was born in a maternity home where his mother continued 
to work, allowing the child to be placed out to board. During the 
first four and a half years of his life, he lived in four different homes, 
the reasons for the changes being that his mother became dissatisfied 
with the care he was getting. It seemed likely that in at least one 
of the placements she was jealous of the child’s increasing attachment 
to his foster mother. 

When Billy was four and a half, the maternity home referred the 
mother to a child-placing agency to make plans for the boy. He first 
spent two weeks in the agency’s temporary home and was then placed 
in an excellent foster home, with Mrs. H., where he seemed to be doing 
well. Three months later he was moved to Mrs. D.’s home, because Mr. 
and Mrs. H. were going to another state for the summer. After 
several months it became apparent to Mrs. D. and to Billy’s social 
worker that his social development was unsatisfactory. At the age of 
five he was still indulging in temper tantrums when crossed. He was 
resentful of authority and he was unable to get along with other 
children. If he could not be the boss, he preferred to play by himself. 
Though he liked adults to defend him and give him attention, he 
showed little impulse to give anything in return. 

Because of his personality problems, he was moved again, this time 
into the Study Home of the New England Home for Little Wanderers. 
While there, he made some revealing remarks, vividly portraying the 
bitterness and frustration of his whole life. In the psychiatrist’s 
office, he picked up the toy gun, saying: ‘‘I’m goin’ to keep this 
gun. I want it. I’m gonna take it out and shoot it. I’m gonna kill 
’em all with it. I hate every one and I’m gonna kill every boy. I 
don’t like girls, and I’m gonna kill ’em and every grown-up and my 
mother, ’cause she don’t come to see me.’’ His desire for omnipo- 
tence and his inner utter hopelessness he expressed in two brief 
sentences: ‘‘I’m gonna fly up to heaven and be God,’’ and, a minute 
or so later, ‘‘God’s no damn good.’’ 

This youngster’s life situation has deprived him of the opportunity 
of forming lasting, outgoing emotional attachments. He has no love 
objects and hence no motivation for giving up his aggressive impulses 
in favor of love and tenderness. 


Betty is a pretty, animated, precocious child of five. Her mother 
and father were divorced before her birth. Though she was baptised 
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a Catholic like her father, her mother, who has remained her legal 
guardian, is Protestant. The mother is an unstable, unreliable person 
who manages to put on a good enough front so that the agency which 
has had the intermittent care of Betty has been unable as yet to obtain 
guardianship of her. Betty’s mother has deserted several times, always 
to return with excellent intentions for the future. In all the child has 
lived in eight different homes. Sometimes her moves were precipitated 
by her mother’s desertion of her or by her contrite return with 
assurances of a more settled future. Once Betty was moved from a 
Protestant foster home, where she was doing well, because the social 
agency learned she had originally been baptised a Catholic. Another 
time she was moved because her social worker felt that the foster 
mother discriminated against her in favor of another child placed in 
the home. 

Betty has presented problems since the age of two, when she was 
described as ‘‘ just plain stubborn.’’ She has always been a feeding 
problem and has always made exaggerated bids for attention. She is 
destructive and sadistic with animals and smaller children. At the 
Study Home of the New England Home for Little Wanderers, it was 
soon apparent that her aggressive, destructive impulses dominated the 
picture and that she showed little evidence of tender feelings for any 
one. Considering her tempestuous, unstable life experience, this is not 
surprising. She never lived in one place long enough to form permanent, 
socially healthful attachments. Her mother, the one figure who recurred 
consistently on her horizon and hence was the most easily available 
for her to identify with, was so at odds with society that she lent 


little stability to Betty’s personality. Because Betty lacks security 
and permanent love objects, she clings to her infantile, aggressive, and 
sadistic impulses and satisfies them, when possible, in reality and, when 
not, symbolically or in phantasies. 


Donald is a nine-year-old, illegitimate boy who came under the care 
of the social agency which is still responsible for him,at the age of six 
months. For the first few years of his life, it was his mother’s hope 
that eventually she would marry and make a home for him. Eventually 
she did marry and give birth to two more children, but she felt unable 
to accept Donald into her family. The mother’s uncertainty as to 
future plans and her temporizing made it difficult for the child- 
placing agency to work out any permanent plan for Donald. 

During the first two and a half years of his life, Donald lived in 
six different homes and was twice admitted to a hospital for periods of 
observation. Many of his moves occurred because of his delicate health 
and frequent ill-defined illnesses, with which foster mothers found it 
difficult to cope. When he was four and a half, it became apparent 
that his mother never would make a home for him, and he was placed 
twice for adoption, on both occasions being rejected because of his deli- 
eate health, his disturbing behavior, and his masturbation and enuresis. 
When he came to the Study Home of the New England Home for Little 
Wanderers, at the age of nine years, he had already been subjected to 
twenty-three changes of environment. With the other children at the 
New England Home for Little Wanderers he soon showed himself a 
disturbing influence. He resented authority and would not accept 
responsibility. He was quarrelsome and irritable and showed open 
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hostility to any one who made demands on him. One could hardly 
expect a youngster of his experience to have any inner sense of security 
or any motivation for accepting social responsibility. 


Mary is an adolescent girl of sixteen, whose mother died of tuber- 
eulosis when Mary was nine months old, at which time she came under 
the care of a child-placing agency. During the next two and a half 
years Mary lived in three different foster homes. The agency’s record 
does not state why she was moved from these homes except that, at 
the age of three and a half, on suspicion of tuberculosis, she was sent 
to a sanitarium for precautionary observation. She remained in the 
sanitarium for about eight months. Her behavior during this time 
was described as quarrelsome, destructive, and defiant. At the age of 
four and a half she went to live with her father and stepmother. A 
year or so later, she was again admitted to a sanitarium for about six 
months. At this time she was considered incorrigible and a menace to 
the group because of her masturbation and sex activity. She was 
spoken of as ‘‘unbecomingly aggressive, coquettish, and untruthful.’’ 
When she again returned to her own home, she began to try to win 
for herself a place comparable to that held by her small half-sister. 
Her record is replete with her ungainly, awkward efforts to win her 
father’s and stepmother’s attention and love, which she persistently 
failed to do and, in her frustration and bitterness, she became a 
menace to the safety of her infant half-sister. 

Throughout her childhood she was an active, forward, pushing child 
whose whole tendency seemed toward delinquency as a solution of her 
inner difficulties. But her need of love and approval was so great that 
the attention to be won from aggressive behavior was not sufficient to 
balance the loss of approval incurred by such activity. 

In early adolescence she seemed to swing away from delinquency 
into hypochondriacal symptomatology. She is now described as ‘‘life- 
less, lazy, slack, and unattractive.’’ Her only interest at present is in 
an appendectomy performed last summer when she was relieved of a 
normal appendix. It is as if, on finding that activity and aggres- 
sion netted her nothing, she gave it up. In her physical symptoms alone 
she can find not only a solution of her inner conflicts, but also a 
means of commanding the love and care of which she has always felt 
herself deprived. In all her emotional reactions she is immature and 
childish. She is unable to make friends with either girls or boys and 
resorts to phantasies for her satisfactions. Her only approach to people 
is an ingratiating, servile, and self-pitying manner. 

In Mary’s case, too, failure to form satisfactory object love rela- 
tionships precluded the normal evolution of her personality to fit her 
for social life. 


In all of these children there were multiple factors condi- 
tioning their failure to adjust socially. But there was one 
important common factor—during the period of their lives 
when they should have been finding love objects with whom to 
identify themselves, they were constantly thwarted by being 
moved from one home to another. 
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From these cases, and from the sketchy outline I have given 
of how the young child grows into a social being, I hope that 
I have succeeded in conveying the conviction that each time a 
social worker undertakes to move an infant or young child, 
she is jeopardizing that child’s chances of forming, holding, 
and incorporating love objects which are, for him, essential 
to normal growth. We all know that it is a reality situation 
that young children sometimes have to be moved, but when 
such a move is necessary, it should be regarded with the same 
serious thought that the surgeon gives to a major and difficult 
operation. The first rule of the surgeon is non nocere—not 
to do harm. 

It is difficult to outline what specific steps child-placing 
agencies can take to avoid the dangers of the frequent replace- 
ment of the dependent small child. Many state and private 
agencies make use of what are known as temporary or study 
homes, where infants or small children remain for a few days, 
weeks, or even months, pending foster-home placement. Might 
it not be possible, in many cases, to avoid this in-between 
home? Frequently the study and full investigation of a case 
and of prospective foster homes can be carried out before the 
child is moved. Needless to say this implies prompt, concen- 
trated activity on the part of the home finder and case- 
worker—duties best united in the one individual responsible 
for the child’s welfare. 

When a foster-home placement is contemplated for the 
young dependent child, it should be regarded by the foster 
parents and by the social worker as a permanent plan, unless 
extraordinary circumstances intervene. Regarded as a per- 
manent plan, each foster-home placement should be given the 
same sort of careful consideration as the better adoption 
agencies give to their placements. This, too, demands that 
the home finder or social worker be an individual of clear 
judgment, equipped by personality and training to do a thor- 
ough and efficient ground-work study of the life situation of 
the child and of the prospective foster home. 

Many temporary foster-home placements could be avoided 
by extended use of housekeeper service or aid given to the 
family and child in his own home. The aim of the social 
worker interested in the small child should be to make no 
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unnecessary temporary and no poorly thought-out foster-home 
placements. 

From the child’s point of view, it is obvious that his foster 
parents will play a far more influential réle in his life than 
will psychiatrists or social workers. The foster parents’ job 
is more responsible and more difficult than is ours, yet on the 
whole we tend to aggrandize our importance and belittle that 
of the foster mother and foster father, even though we agree 
intellectually that foster-home care offers the best solution to 
the problem of the dependent child. 

Of even greater significance is the foster parents’ own 
devaluation of the importance of their job, which ought better 
to be regarded as a profession. Anything that we can do to 
dignify the position of the foster home so that it can accept its 
responsibilities in the fullest sense will be reflected in the 
child’s increased security in his external world. Just as we 
now have parent-teacher associations, perhaps we can look 
forward to foster-parent-social-worker associations, working 
together for the mutual understanding and welfare of the 
child who is forced by necessity to grow up outside his own 
family circle. 





MENTAL-HYGIENE SERVICES FOR 
COLLEGES AND UNIVERSITIES * 


THEOPHILE RAPHAEL, M.D. 
Chairman, Conference Subcommittee on Mental Hygiene, 
University of Michigan, Ann Arbor, Michigan 


HE Second National Conference on Student Hygiene was 

held in Washington, December 28-31, 1936, with some 
five hundred representatives from over one hundred and fifty 
American colleges and universities attending. Its purpose, 
primarily, was a thorough exploration of the various aspects 
of student health and hygiene, with a view to crystallizing 
existing needs and formulating constructive suggestions, in 
terms of modern knowledge and facilities, for the best meeting 
of these needs. Mental hygiene, as at the first conference in 
Syracuse, in 1931, was given recognition through the appoint- 
ment of a special subcommittee.’ 


In recent years, there has been a rapidly growing interest 
in the mental or psycho-affective aspect of student health and 
function, with numerous requests for information with regard 
to this subject generally and to ways and means of handling 
and approach? Accordingly, it was felt that it would be worth 


* Based on discussions at the Second National Conference on Student Hygiene. 

1The membership of this subcommittee was as follows: E, M. DeBerry, 
M.D., University of Minnesota; C. C. Fry, M.D., Yale University; H. P. Langner, 
M.D., Vassar College; J. M. Murray, M.D., Dartmouth College; T. Raphael, 
M.D., University of Michigan; B. B. Robinson, M.D., Newark Normal School; 
A. H. Ruggles, M.D., Brown University; K. J. Tillotson, M.D., Harvard 
University. 

2 An excellent annotated bibliography, compiled by J. L. Steele, covering the 
literature in this field to 1932, appeared in the American Journal of Ortho- 
psychiatry, Vol. 3, pp. 357-59, July, 1933. To this listing the following items, 
which have appeared since, may be added: ‘‘ Practical Modes of Treatment in 
Handling Mental-Hygiene Problems in a University,’’ by 8S. K. Smith, M.D., 
in the American Journal of Psychiatry, Vol. 13, pp. 56-67, July, 1933; 
‘Integrating Psychiatry with Education at Vassar College, by H. P. Langner, 
M.D., in the American Journal of Orthopsychiatry, Vol. 5, pp. 417-23, October, 
1935; ‘‘The Place and Possibilities of the Mental-Hygiene Approach on the 
College Level,’’ by T. Raphael, M.D., in the American Journal of Psychiatry, 
Vol. 92, pp. 855-76, January, 1936; ‘‘Four Years of Student Mental-Hygiene 
Work at the University of Michigan,’’ by T. Raphael, M.D., in MenTAL HyGIEne, 
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while to make available in Mentrat Hycriene a specially 
adapted and somewhat elaborated digest of the conclusions 
and recommendations reached by this subcommittee in its 
discussions, as embodied in its report to the conference.’ 

At the outset, it is to be realized that the mental aspect of 
health is of just as vital moment as the physical and equally 
needful of special and appropriate attention. This applies, 
naturally, to college populations as well as to other human 
groups. Furthermore, colleges seem to be recognizing this 
need, expressing interest in and taking concrete steps to meet 
it. It is significant that of 479 replies to a questionnaire 
inquiry sent to 865 American collegiate institutions (actually, 
the mailing list of the conference), 93 per cent indicated that 
attention along mental-hygiene lines is an important need of 
the students. Also, it is interesting that 41 per cent of these 
institutions have already set up some form of consultation 
service of this kind, and 45 per cent more are interested in 
the establishment of such service. In view of all this, prac- 
tical consideration of the implications and requirements of 
this type of service, in terms of valid and concrete suggestions 
available for interested institutions, both large and small, 
would appear a very timely and helpful procedure. 

At this point, it should be emphasized that deviations in men- 
tal health, from the major disorders to the very much milder 
forms, the simple so-called personality maladjustments, are 
essentially clinical manifestations, matters of a certain degree 
and order of psychopathology; that is, they are fundamen- 
tally a medical concern. Furthermore, in view of the biologic 
basis of human functioning, disturbed psycho-affective re- 
sponse cannot properly be considered except in terms of the 
total organism, of which it is but a single item of expression. 


Vol. 20, pp. 218-31, April, 1936; ‘‘The Question of Suicide as a Problem in 
College Mental Hygiene,’’? by T. Raphael, M.D., 8S. H. Power, and W. L. 
Berridge, in the American Journal of Orthopsychiatry, Vol. 7, pp. 1-14, 
January, 1937; ‘‘Psychiatrie Work in the Hygiene Department of Harvard 
University,’’? by K. J. Tillotson, M.D., in the New England Journal of 
Medicine, Vol. 316, pp. 911, January 7, 1937; and ‘‘College Mental-Hyg‘ene 
Methods,’’ by H. D. Palmer, M.D., and E. O. Harper, M.D., in MENTAL 
Hya@iEneg, Vol. 21, pp. 397-415, July, 1937. 

1 Due acknowledgment is made to the conference, in whose Proceedings (New 
York: National Tuberculosis Association, 1937) appears the original mental- 
hygiene subeommittee report, which was used as a basis for the preparation of 
this presentation. 
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For these reasons, it is urged that the approach to this cate- 
gory of problems be under the direction of a physician 
qualified in psychiatry. 

In fact, the actual service, as such, is definitely and pri- 
marily a diagnostic and therapeutic one and, in nature, more 
properly to be designated a matter of psychiatry than of 
mental hygiene. The latter might better perhaps be taken to 
represent rather a point of view, or goal, a broad constructive 
program in the direction of optimal personal and social 
adjustment generally, to be developed by and within the insti- 
tution as a whole and contributed to, in his consultative 
capacity, by the psychiatrist. Psychiatrie direction, there- 
fore, of the practical or therapeutic service, which is definitely 
a clinical function, is most important, even if available only 
upon a part-time or consultative basis. However, it should 
here be stressed that the more closely in touch with the school 
situation the psychiatrist is, the better. 

As to the psychiatrist, he or she should be, first of all, a 
well-balanced, broadly educated and cultured, humanly under- 
standing individual, not an extremist in any way, and of a 
type compatible with the college situation and milieu. As to 
professional training, it is reeommended that ideally the psy- 
chiatrist be one certified, or eligible for certification, under 
the American Board of Psychiatry and Neurology, as well as 
having had a period of training in an accepted college mental- 
hygiene center. Respecting this latter point, it would be 
desirable if fellowships, or other grants-in-aid, could be made 
available for this special type of orientation. 

If such a person is not obtainable, a competent physician 
with three years of psychiatric experience, including at least 
one year of extramural work and several months’ training 
contact with student material, may be utilized. Failing this, 
the general physician with at least one year, or the equivalent, 
of psychiatric experience and some training in actual student 
mental-hygiene work might meet the need reasonably well. 
It should be understood, however, that the first suggestion 
represents the ideal and the only one that can be unqualifiedly 
recommended. 

Competent lay or non-medical workers likewise have a defi- 
nite place, their function, of course, being preferably with 





562 MENTAL HYGIENE 


members of their own sex. Such non-medical workers, more- 
over, should also be adequately qualified professionally, 
either, for example, as psychiatric social workers with experi- 
ence in clinical psychology, or as clinical psychologists com- 
petent in psychiatric case-work. Further, in view of the 
importance of the social-case-work aspect in most personality- 
maladjustment situations, such workers may well supplement 
the activities of the medical personnel, adding to the effective- 
ness of the work, as well as representing a saving in budget. 
For the lay worker, as well as for the medical, a period of 
special training in an accredited student mental-hygiene or- 
ganization is strongly advised. Also, the requirements as to 
personality qualities would obtain here, just as in the case of 
the medical worker. In smaller institutions, it is conceivable 
that the problem might be effectively met by means of such 
lay workers, more especially if opportunity were afforded for 
psychiatric counsel. 

Where the professionally trained worker, lay or medical, is 
not obtainable, it is possible that the simpler problems may be 
handled by suitable faculty and administrative representa- 
tives, particularly if some specific (in addition to cognate) 
training has been had. However, it must be appreciated that 
the functional range in such instances, the material being 
essentially clinical, may be expected to be limited in propor- 
tion to the lack of specific professional training and experi- 
ence. This type of plan, it should be noted, is to be regarded 
distinctly as a makeshift. It is, therefore, simply mentioned 
rather than recommended, with the caution that actual harm 
is possible through failure to recognize and properly deal 
with malignant or potentially malignant mechanisms. 

At this point it should be stated that where adequate in- 
ternal arrangements are not feasible or possible, full use 
should be made of available community agencies, such as 
clinics, medical schools, and psychiatric hospitals. It is sug- 
gested, likewise, that for inquiry as to competent workers and 
advice as to the optimal meeting of any particular college 
requirement, as each is in a measure unique, some central and 
informed source be utilized, as The National Committee for 
Mental Hygiene, in New York. 

As to what service should be expected, it seems from experi- 
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ence that 150 treatment cases per academic year—in contrast, 
and in addition to, purely diagnostic and special consultative 
contacts—may be taken to represent the maximum load per 
full-time worker. In this relation, experience also indicates 
that, after the service has become established, about 10 per 
cent of the student body may be anticipated as the proportion 
annually to be seen by the psychiatric unit because of present- 
ing clinical conditions. 

These conditions cover a wide range, from the actual psy- 
choses through the whole gamut of psychopathology, including 
the numerous mechanistically simple, but frequently acute 
and distressing adjustment problems to be expected in the 
late adolescent period, in face of the rather complicated 
and often stressful test of college life. For the most part 
these situations, while not intrinsically serious, are disturbing 
and handicapping at the time, with potentialities, in the ab- 
sence of adequate management, of a certain future disability 
and impaired self-realization. 

As an instance of the more serious type of difficulty, we 
have the boy who, for no apparent reason, seems to let down 
in his work, becomes indifferent and listless, dispirited, self- 
depreciatory, rather hopeless, and much slowed in his reac- 
tions. Faculty and parental urging and admonition only 
make matters worse, and the feeling develops that the boy is 
‘‘lazy,’’ not willing to apply himself, ‘‘no good,’’ and not 
appreciative of his opportunities. On examination, it is deter- 
mined that the situation is one of depression of the manic- 
depressive type, a frank mental disorder, with a good outlook 
if properly treated, but with possibilities, if not treated, of 
resulting badly if not disastrously, as in suicide. 

Again, let us take the girl, hitherto an excellent student, but 
sensitive, idealistic, shy, and reserved, suffering from acne 
and unattractive in appearance, socially not successful and 
rather left out. Now she is found to have become preoccu- 
pied, unable to focus properly upon her work, and somewhat 
distraught and perplexed. She keeps away from others, feel- 
ing that people stare at her and talk about her critically, and 
even alone has no peace because of voices which tell her that 
she is a failure, that she is ugly and can never marry. Here 
careful examination reveals a schizophrenic state, clinically 
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a very serious matter, with the prospect largely dependent 
upon prompt and effective measures in treatment. 

The graver disorders, of which the foregoing are examples, 
while not frequent, nevertheless do have a definite incidence ! 
in college populations and, as we have said, for best results 
must be noted early and managed adequately and scientifically. 

Illustrative of the pathologically less serious type of condi- 
tion, we may take the girl who cannot attend classes or be in 
any enclosed place where there are other persons for fear of 
vomiting. On going into the matter, the difficulty seems to 
be dependent upon a psychoneurotic pattern that had its 
beginning in a painful experience in school during childhood, 
when vomiting did occur. This incident, badly handled by 
the parents and teachers, the girl herself being of a timid, 
introspective type, finally led to the crystallization of the 
phobia described. Further, there was a tendency for this 
mechanism to become especially evident under circumstances 
of strain which, in this case, were supplied by worry and 
apprehension as to success in the college work. Again, we 
have the sensitive youngster with a not fully resolved enu- 
retic tendency, which becomes active under the stress of the 
college impact. As a result, he worries, develops feelings of 
inferiority, loses confidence, ‘‘cannot concentrate,’’ and be- 
comes progressively more handicapped in his efforts ade- 
quately to meet this impact. 

Then we have the boy, ambitious, but rather highly strung, 
tensional and overconscientious and serious, from whom his 
family expect only the highest grades and who, overpressing 
in his work and numbed by panic and confusion, fails in an 
important examination, with, as a result, an acute reactive 
depression, terminating in an attempt at suicide. Also, there 
is the boy, not too keen intellectually, who comes to college 


1 For example, during 1936-37 at a Midwestern university representative of 
the larger type of institution, the case distribution was as follows: 


Psychoses .. . 
Various organic conditions and special defects 5.6 per cent 
Acute ‘‘nervous’’ conditions, mild to moderate in degree 
(including reactive depressions, psychoneuroses, and 
peychoneurotic reactions) . . . ....csccccscccccccccce 44.9 per cent 
Problems of general personality adjustment, for the most 
part relatively minor in degree clinically 47.9 per cent 
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because ‘‘it is the thing to do,’’ at the urging of his friends 
and family and, somewhat lacking in ability and with poor 
study habits, finds himself over his depth and behind, ‘‘dis- 
graced’’ and most unhappy. Or there is the youngster spe- 
cially privileged at home, his family very important in a 
small town, where he has, without especial effort, attained a 
position of prominence and importance, who discovers him- 
self in the university a very small frog in a large puddle, does 
not ‘‘make’’ a fraternity while his friends do, and develops 
persistent and incapacitating headaches, entirely refractory 
to ordinary medical measures. Again, there is the boy con- 
valescing from a simple respiratory infection, who becomes 
panicstricken lest he have tuberculosis; and the girl who, with 
a mild cardiac difficulty, develops an acute anxiety as to its 
malignant possibilities for the future. Also, we have the 
student who suffers keenly, with corresponding disability in 
his life routine and procedure generally, because of sensitive- 
ness as to a hare lip, or protruding teeth, or body odor, or 
smallness of stature. We have, too, John Smith, who is 
acutely confused and disturbed over masturbation, and Mary 
Jones, perturbed by homosexual panic. 

Likewise, there is the boy who, not having planned well and 
having taken on too many activities, is in difficulty with his 
studies and develops obstinate physical symptomatology as a 
means of escape. There is, too, the student really not of a 
type fitted for the academic process, and therefore unhappy, 
perplexed, and unsuccessful, who, also in flight, develops dis- 
turbing gastric symptomatology. His being ill, of course, 
establishes an approved basis for withdrawing from school 
and getting out of his immediate predicament. Leaving in 
this way, however, naturally does not solve the fundamental 
question—i.e., what is he fitted for and what constitutes the 
best next step in terms of a constructive life plan? Indeed, 
his situation may be even worse than before, through the 
added sense of failure. 

The foregoing instances should give some practical idea of 
the situations that come to the attention of the college psy- 
chiatrist, albeit they represent only a fragment of the whole 
with respect to type and variety. Also, it should be empha- 
sized that in a college mental-hygiene work is predominantly 
concerned with the problems and adjustment crises to be 
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expected in a highly selected and, in terms of the general 
population, superior group of young men and women, the 
chief aim being that of aiding these individuals to maximal 
realization of this superiority. This, then, is fundamentally 
the nature of the work, and not primarily, as some have inti- 
mated, the care and management of the insane and the grossly 
abnormal. Furthermore, considering all this, there is no 
proper reason for the student to feel self-conscious in coming 
for counsel and direction, or for him, or others, to hold such 
contact a matter of shame or stigma. In fact, this feeling 
happily is fast changing, keeping pace with public opinion in 
general, with more and more students seeking advice spon- 
taneously, as for a sore throat or an infected finger. 

Also, the psycho-emotional must be considered a part of the 
total therapeutic problem, no matter how definitely and pri- 
marily ‘‘physical’’ the presenting symptom, if the medical 
approach is to be truly effective. Moreover, for this person- 
ality aspect, as for health and spiritual and social welfare and 
development generally, colleges and universities have a very 
real responsibility to the students and their families, and to 
society, which cannot be effectively discharged without full 
understanding and adequate functional facilities. 

On the assumption that the service should be prepared to 
deal with 10 per cent of the student population, colleges with 
enrollments up to 500 would need a part-time (preferably 
half-time) worker. For enrollments of from 500 to 2,000, at 
least one full-time worker or, ideally, a part-time psychiatrist, 
with a full-time non-medical worker, would be indicated. For 
larger institutions, personnel would be required in propor- 
tion, with maximal use of trained lay workers, say two per 
psychiatrist. 

Ideally, it is recommended that the service be connected, if 
circumstances permit, with the institutional health center. 
As to the referring of cases, the basic and most natural source, 
considering the medical implications of the work, is the gen- 
eral medical or health staff, and in this connection let me 
emphasize, parenthetically, the desirability, in the selection 
of general health-service physicians, of some appreciation of 
psychiatric principles and implications. Other sources of 
reference, however, are implicit in the college situation and 
should be encouraged and developed—faculty, student coun- 
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selors, religious advisers, residence heads, personnel officers, 
and the various members of the administration; also family 
physicians, relatives, and friends. Cases referred by other 
student clients and those who come of their own accord con- 
stitute a very important group, too—really the test of a well- 
functioning service and a type of client which, with effective 
performance, may be expected to increase in numbers as the 
service continues and grows. Here it should be emphasized 
that consultation should be on a voluntary basis, even in the 
ease of disciplinary or other administrative problems. Fur- 
ther, the relationship to student clients should be the physi- 
cian-patient one, in the fullest and most constructive sense of 
the term, and the same principle should apply to clinic records. 

In the carrying on of cases, it should be kept in mind that 
emphasis should be in the direction of assisting in every way 
possible those for whom there is a prospect, with reasonable 
effort, of effective academic performance. Cases too severe 
or too complicated to warrant hopes of this should be urged to 
withdraw, with proper advice as to further procedure. In 
brief, it should be appreciated that the college or university 
is not a sanitarium, and that it is just as important a function 
of the service to discourage negative material as to encourage 
the positive. 

Further, circumstances and time facilitating, it is suggested 
as desirable that at least brief contacts be made with enter- 
ing students at the beginning of the term. Frequently, in this 
way, individuals who require help may be noted early. Also, 
impressions gained in this manner are often found to be of 
help to others, in terms of the students’ welfare, during the 
duration of the college course. It is felt, too, that the unit 
may be helpful to the agency that has to do with admissions, 
particularly in the matter of suggestions as to personal 
admission data and consultations relative to doubtful cases. 

It is recommended, also, that the psychiatric unit be called 
upon, but purely in the way of consultation, in regard to dis- 
ciplinary matters and other questions of administrative im- 
port. Similarly, the unit should function on a clinically con- 
sultative basis with reference to existing personnel, vocational 
guidance, and academic and religious counseling set-ups, 
being careful not to overlap in its activities or to attempt to 
do what more properly might be done by other agencies. 
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As to courses in mental hygiene, the value of such from a 
therapeutic standpoint is regarded as highly questionable. 
However, courses dealing with the mechanisms of human con- 
duct, normal and abnormal, as part of the body of knowledge, 
are of value and, if soundly organized and presented, should 
have a place in the curriculum. Here, as there is time, the 
clinical worker may be expected to contribute from his par- 
ticular category of experience and training. 

Another important aspect of the work is activity of a re- 
search nature. Much of value in understanding and dealing 
with human beings, in college relations as well as in others, 
may be gained from the critical and scientific exploration and 
study of the material that presents itself in the college field. 

In summary, it appears from experience that there is real 
need for a service along psychotherapeutic lines in colleges 
and universities. The immediate emphasis here, of course, 
should be upon the adequate handling of the fairly numerous 
clinical situations, for the most part not grave or malignant, 
but nevertheless often distressing and handicapping, that 
arise in the student body. Out of this, however, if the ap- 
proach is broad and full enough, should come considerable 
contact with the general university personnel, which should 
be of no little mutual educational value, with benefit to the 
institution as a whole. Here the clinical worker, with others 
in the college body, has an opportunity to make what is per- 
haps his most important contribution in furthering that 
greater orientation as to human and life values which is the 
common goal of education and mental hygiene alike. 
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—_— of years ago it was a Sunday afternoon’s 
frolic for a group to visit the state asylum, paying an 
admission fee of two cents each, and amuse themselves watch- 
ing and listening to the inmates. It is not long, either, since 
the doctor’s diagnostic problem in the matter of mental dis- 
ease. was simply to determine whether or not insanity was 
present. Even within our lifetime dangerously violent 
patients have been put together in disturbed wards, with the 
comforting assurance that after they had fought it out, their 
attendants would have less trouble with their management. 
Here are one-time views of the attendant, the physician, and 
society toward issues with which the mental hospital has 
dealt. We may note also the attitudes of the patient himself, 
of his family, and of organized medicine. 

The individual who had to enter a mental hospital had, 
until very recently, the impression of stigma, of being mis- 
understood, of hopelessness. To him and to his relatives the 
institution was but a specialized kind of jail. The families, 
too, were suspicious of hospital treatment. Regarding cor- 
poral punishment and discipline as essential parts of manage- 
ment, they were ready to believe—and all too often were 
justified in believing—that their patient was in danger of 
being maltreated. Relatives were reluctant to send the pa- 
tient to hospital until the last possible time because of the 
conviction that he would never return from what was often 
described as a ‘‘living death.’’ Treatment was believed to 
be quite subservient to custody. Many people built barred 
rooms in attics or cellars in which the psychotic could receive 
a minimum of care with a minimum of expense and publicity. 
I know of one case in which an aggressive psychotic was for 
over a decade kept chained to a tree on his father’s farm in 
order to avoid the expense, the risk of maltreatment, and the 


unwelcome notoriety of his placement in a mental hospital. 
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When our fathers were studying medicine, mental hospitals 
and their patients were considered of such scant importance 
that they received little or no attention in the medical-school 
curriculum. Medicine was busy with problems that it knew 
better how to manage and with patients whom it regarded as 
more amenable to treatment. A few of the more progressive 
schools were devoting as much as ten or twelve hours’ total 
time to the entire field of psychiatry. To men in the other 
fields of medicine, there was something different, something 
peculiar, about any doctor who chose to deal with ‘‘lunatics.’’ 
And it will be recalled that our present-day Psychiatric Asso- 
ciation originated simply as a group of hospital superin- 
tendents, by some of whom matters of administration and of 
financial management were better understood than any more 
clinical or therapeutic issues, even though these latter evoked 
a good deal of interest. 

It is not our purpose here to consider how the treatment 
of mental illness, and the conceptions of it which the psy- 
chiatric institution of to-day stands for, have been attained, 
but rather to view some of the aspects of the place now 
occupied by the hospital in its treatment of mental problems. 
We may think of the mental hospital as an influence upon the 
medical, psychological, social, and legal phases of the patient’s 
illness. 

Naturally, first attention should be paid to the ways in 
which the hospital is useful to and for the patient. We may 
ask, What are its purposes? Roughly, these can be divided 
into three chief aims—to cure, to mitigate, and to maintain— 
but numerous subsidiary aims are constantly being grouped 
in support of these. Many people have a regrettable way of 
thinking too highly of the hospital that cures, in contrast to 
those other institutions whose function it is to maintain what- 
ever level of adaptation is possible, as, for example, a chronic 
colony group. 

We should see each type of hospital as contributing to one 
phase of a complicated social problem. Some do a service 
in offering continued care, while others are more like dis- 
tributing stations, retaining the individual case hardly long 
enough to initiate much therapy. To survey the work of 
psychiatric betterment in the community, it is necessary to 
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include the high-speed sorting-out of Chicago’s Cook County 
psychopathic ‘‘clearing-house’’ service, as well as the tran- 
quil residence for therapy in a Bloomingdale Hospital; the 
small research unit, such as the lowa Psychopathic Hospital, 
as well as the ten-thousand-bed state hospital; the private 
sanatorium as well as the general hospital’s psychiatric ward. 

With such a yariety of types of hospital service for mental 
ills, it becomes interesting to consider the reasons for having 
them all. Why not adopt one type and then specialize on it? 
For the same reason that we have many kinds of automobile, 
of different makes, types, colors, and prices. The demand 
for an answer to the patient’s individual requirements serves 
to create the appropriate institutions, till nowadays it is prac- 
tically possible to list what criteria we wish and to find a 
hospital to fit them. Whether the criteria are financial, or 
religious, or homeopathic, or climactic—whether they involve 
psychoanalysis, or recreational advantages, or culinary vari- 
ety, or architecture—relatives can find a hospital that will 
meet the patient’s needs. 

In this fact lies a twofold significance. On the one hand 
it implies that the public has made the mental hospital one of 
its accepted traditions, one of its regularized institutions, 
indispensable and dependable. And on the other hand, it 
suggests the influence that the hospital may exert upon its 
public in developing better concepts of mental illnesses, im- 
proved recognition of standards for care and treatment, more 
adequate codperation in carrying out plans for therapy. If 
we have many different kinds of treatment center for mental 
illness, families will the more come to consider issues of 
practical differentiation between them, and such sifting of the 
facts will ultimately lead to the use and retention of what- 
ever is best among them. 

The trouble about this, though, is that there is no charted 
course to follow. What is ‘‘the best’’? Best for what—that 
is, best for which objective? What, indeed, in a given case, 
is the objective for which we should strive? If there is 
opportunity to mold public opinion in these matters, it is also 
possible to confuse or to mislead the laity, for one hospital 
stresses one phase of treatment while a dozen others put the 
emphases on as many different phases. Such conditions lead 
to fads and cults, but even if they are temporarily disquiet- 
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ing, they may be steps toward progress in the development 
of better clarified concepts about psychiatric treatment. 

Seen from the hospital side, these various unsettled ques- 
tions lead to plans for research, to organized pursuit of 
investigations, and to the adoption of more or less local 
schools of thought in different institutions. This organization 
of the trends of interest and of endeavor among the individual 
members of a hospital staff is probably one of the most sig- 
nificant forces for rendering effective the potential influence 
of a hospital. It is to accomplish such working coordination 
that many staffs have a so-called ‘‘clinical director,’’ under 
whose management concerted advances may better be made 
in therapy and in research activities. 

This is not only a contribution to therapeutic efficacy and 
understanding that will work to the benefit of the patient and 
to the renown of the institution. It is as well a useful instru- 
ment for the training and the inspiration of the psychiatrist 
as an individual scientist and clinician. The teaching spirit 
and the learning spirit go hand in hand, fostering and abet- 
ting each other. This fact is responsible for the looming 
large of certain hospitals as centers from which emanate 
ideas and methods and policies. 

It should be noted in this connection that the force and 
value of a hospital may be just as much vitiated by unwhole- 
some conditions as enhanced by favorable ones. Within the 
past few years we have seen experienced hospital adminis- 
trators and even entire trained personnel ejected from their 
posts by order of politically minded governors who replaced 
them with valueless or inexperienced incompetents. Such 
incidents demonstrate promptly an important relation be- 
tween public-health interests, medical and social welfare, 
politics, and the hospital. We still need an alert public 
interest and an increased general understanding of the func- 
tioning of a mental hospital in order to combat the constant 
tendency to lower standards in the interest of economy. 
When the superintendent of a mental hospital is, as is still the 
case in some states, a political appointee, the usual result is 
that psychiatric, social, and educational objectives receive too 
little support, while other issues are regarded as being 
‘‘more practical.’’ 

We need, then, a twofold process of education. We should 
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have a social education which would act as an unrelenting 
influence toward improved and ever-improving hospital 
standards. And we need that understanding vision and 
guiding direction from the mental hospital which in turn will 
further an interacting codperation of the public and of related 
organized agencies for the greater benefit of the psychotic. 
Those hospitals which have been pioneers in such influencing 
of the public attitude serve, as well, as examples to other hos- 
pitals. Those citizens who have attained some mental- 
hygiene understanding add pressure to the general forward 
tendency of the movement. 

For the mental hospital to send patients out ‘‘on parole’’ 
or ‘‘on visit,’’ to return for out-patient-clinic follow-up, is 
useful not only as psychotherapy for the patient and as a 
means of reducing crowded conditions in the hospital, but 
also because of the educational influence such out-patient 
services exert upon the laity. The state hospital which has 
tried the experiment of instituting out-patient clinics has 
found not only that it makes the treatment of ambulatory 
patients simpler for the staff, but also that the relatives in 
the community come to take a much more intelligent and 
understanding interest in the problems of the patient. There 
is, too, a wholesome influence upon the once prevalent atti- 
tude: ‘‘Once crazy, always crazy.’’ Even the relatives of a 
patient not yet well enough to be released will be tempted 
to look forward to the time when their relative will be paroled 
to attend the clinic. 

Another factor which has done much to influence favorably 
the public attitude toward mental disease has been the increas- 
ing reception in state hospitals of voluntary patients. Not 
long ago any person who could not afford private-hospital 
care and therapy had to decide between being declared ‘‘a 
lunatic’’ or doing without the needed treatment. The present 
willingness of institutions to receive voluntary cases helps to 
place mental disease on the same footing as other diseases. 

Especially interesting have been such very active educa- 
tional programs as those conducted in the Colorado Psycho- 
pathic Hospital. There it was found that, if properly stimu- 
lated, relatives of patients were eager to add to their under- 
standing of mental illness and of the problems it produces. 
Informal lecture and discussion groups illustrated how wide 
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a field of influence the alert hospital group may exercise, 
once the initiative is taken. Other hospitals have tried the 
plan of having small informal groups of the patients them- 
selves in which similar, but necessarily more limited, discus- 
sions of the problems of mental illness have contributed to 
their acceptance as a matter-of-fact, real issue which deserves 
sober consideration. In these and in other ways, we grow 
steadily further away from the old attitudes which put the 
patients and physicians in a mental hospital in a world apart 
from the rest of the population. 

The role of the mental hospital is never more apparent than 
in those instances in which society feels itself to be helpless 
in meeting some acute problem. We have come far from the 
time when the person possessed of demons was killed or 
otherwise summarily disposed of. Yet the fact remains that 
when a citizen abruptly shows traits that are totally inaccep- 
table to the social standard, the public feels that something 
must be done promptly, although often it has not much idea 
as to how to set about doing it. At such times the existence 
of a dependable psychiatric institution preserves the peace 
of the social mind and allows it a comfortable sense that it 
has made adequate provisions for what otherwise would be 
a distressing and bewildering issue. 

Increasingly, society has had called to its attention the 
urgent need of dealing with individuals who would once have 
been sent to penal institutions, but whom now, in the light of 
its increased understanding, society does not wish to punish. 
Here again the hospital serves a function, not alone by receiv- 
ing these individuals, but in a broader way by protecting the 
peace of mind of the social group. 

There are other types of hospital for the mentally ill which 
may not receive this kind of patient at all, but which meet 
another of the requirements that the lay group insists must 
be met. There are the so-called ‘‘psychopathic hospitals’’ 
whose functions are research study and the meeting of special 
problems which particularly call for expert investigatior. 
The increasing number of inquiring minds filled with scien- 
tific curiority is indicated in the establishment of such hos- 
pitals as the New York State Psychiatric Institute and Hos- 
pital and others which limit their intake in accordance with 
the scientific objectives included in the hospital policy for 
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research. Probably the very fact of this refusal to take 
certain individual patients serves as an educating influence 
to the public, demonstrating as it does that mental problems 
are being studied so as to further the processes of psychiatric 
therapy. 

Time was when the function of an institution that received 
a mental patient was largely limited to custody and sup- 
portive measures until the patient recovered, or until it was 
possible for him to get along without a special environment, 
or until he died. To-day, with our expanded conceptions of 
the réle of psychotherapy, our eyes are opened to a great 
number of specific objectives in treatment. We shall dis- 
cuss here only such of them as are generalized beyond the 
personal limits of the nurse or physician in the treatment of 
the patient. What, we must ask, does the hospital itself as 
an institution do for the patient? Those with a preference 
for this or that school of thought will tend to answer the 
question with this or that emphasis. The endocrinologist will 
consider the influence of the total régime of the hospital, 
including diet, exercise, drug treatment, and so on, upon 
weight, metabolism, and mental functioning. The analyst 
may consider dynamic patterns in which the hospital can 
be more or less equated with the patient’s parents. He may 
feel that the psychotic has a chance in hospital to work out 
in disguised symbolisms some of the conflicts which under 
other conditions have been too much repressed to gain direct 
expression. 

The sociologist and the economist will think of the effect 
of hospitalization upon the later adaptation of an individual 
to his social and business careers. Theirs is the complex 
question of the most effective and economical way of investing 
money—equipment, personnel, and so on—in the task of 
rehabilitating mental invalids. We may remember the amount 
of discussion and the disparity of opinion with regard to the 
recent building of a ten-thousand-bed state hospital for New 
York. We will learn from this experiment whether the 
monetary saving in wholesale construction and administra- 
tion are to be preferred to the less tangible psychological 
gains of smaller groupings. It is certainly true that there is 
a definite gain for some types of patient in being placed in a 
large hospital, whereas others will respond more effectively 
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in a much smaller group where more individualized attention 
is given. 

To many a family an important réle of the hospital is that 
of tiding the sick man through a period of irresponsibility 
which might be disastrous socially or financially. These issues 
may, in certain cases, be even more important to the patient 
and to his family than the dangers of suicide. There is rarely 
a time when a large psychiatric hospital does not care for 
some patient who would probably ruin the family fortune if 
he were not under guidance and restraint in a hospital. And 
the front pages in the newspapers often suggest some of the 
family and personal embarrassment which early enough hos- 
pitalization may help to avoid. 

An interesting group of patients under hospital manage- 
ment are those not inconsiderable numbers who, while they 
remain in the institution, appear admirably adjusted, com- 
petent, and comfortable, but who, for one or another reason, 
prove unable to meet the stresses and exactions imposed by 
living in a more unconforming extramural environment. There 
are a great number of people who are able to lead fairly 
happy and often, indeed, fairly productive lives in the hos- 
pital who would be serious liabilities to themselves or others 
were they discharged. A hospital, with its special under- 
standing of the individual’s assets and weaknesses, is able to 
offer a flexibility of response to each individual patient, so 
that for each the conflict of his particular personal problems 
may be lessened, with a corresponding decrease in his intra- 
psychic tension and an improvement in his social responsive- 
ness. 

By its building construction, by the selection of its equip- 
ment, by its training of personnel, and in many another way, 
the hospital has a definite advantage over other efforts at 
management of the mentally ill. For example, the patient 
whose excitability and argumentativeness would get him into 
altercations and fights outside the hospital can be allowed to 
express his energy without becoming entangled in personal 
or legal difficulties. The individual who wishes to remain 
nude can do so only in a hospital. Tendencies to smash furni- 
ture can easily be managed by the use of a type of furniture 
which the private home does not contain. 

If the hospital offers certain benefits as a result of being 
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able to allow the patient to carry out certain of his impulses, 
it has another advantage in that it is in a better position than 
that of the relatives of a patient at home to force issues if 
necessary. Thus, the patient who has not sufficient incentive 
to dress and go outdoors may be dressed and taken outdoors, 
so that he gets a proper amount of fresh air, exercise, sun- 
light, and change of scene. The difficulties of insufficient 
nutrition may be met by the regularity of hospital tube- 
feeding. Waning interest can be systematically and regu- 
larly stimulated under the guidance of psychiatric manage- 
ment far more effectively than by the haphazard methods of 
home desperation. Prolonged and continuous excitement, 
which would prove dangerously exhausting, requires manage- 
ment easily possible in a psychiatric hospital which would be 
exceedingly difficult, or impossible, under extramural condi- 
tions. If any doubt on these points remains, it is only neces- 
sary to consider for a moment the difficulties which general 
hospitals experience when a psychotic manifestation occurs 
in one of their ward patients. 

By a judicious combination of these permissive and coer- 
cive attitudes toward its patient the psychiatric hospital 
achieves, with varying measures of success in different in- 
stances, a very important result—namely, a decrease in the 
patient’s sensitiveness about his mental illness. To most 
people the fact of having a mental disease seems particularly 
horrible, as if it must be something weird and apart from the 
everyday course of events which move by natural and under- 
stood laws. By its quiet application to the problems at hand, 
by its specific attempts to meet the specific symptoms, by its 
unruffled equanimity in the face of varying manifestations by 
the patient, by its impartial, often impersonal, way of dealing 
with the case, and especially by its attitudes during the period 
of a quiet convalescence, the hospital often is able to remove, 
or at least to diminish, attitudes in the patient’s mind which 
have always been a source of sensitiveness, fear, and perhaps 
inferiority feeling. Kempf has asserted that a patient who 
has merely become free from symptoms has not recovered— 
that for psychiatric recovery it is necessary also that he 
have insight into his illness. We could go even further 
and demand for full recovery that the patient should have 
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not only insight, but also an emotional tranquillity about his 
sickness. 

The grounds of an institution, the buildings, the equipment, 
the financial resources, and the policy of its managing board, 
like the parts of a person, are mutually interactive so that 
any one of them is to some degree modified by the condition 
of the others. The hospital can hardly be created with a fixed 
character, for the various factors incorporated in its entirety 
will inevitably affect, to some degree, this function, which we 
might call ‘‘the personality of the institution.’’ For an 
institution already long established, the weight and momen- 
tum of tradition are powerful influences which may be both 
valuable and detrimental to more efficient functioning in the 
future. The ‘‘hospital’’ is far more than a mere sum of its 
parts; it is an articulated, integrated, functioning unit. It 
has its purposes, its problems, and its triumphs. And like a 
person, too, the hospital changes its appearance and some of 
its objectives, its policies, and its methods as it grows older 
and more experienced. 
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LARGE part of the diagnostic work in psychological 
counseling at the present time is being done by interview 
and test. In many cases it is extremely difficult for the coun- 
selor to gather from the material thus gained the particular 
information he needs in order to understand the specific prob- 
lem presented. This paper will review the procedures in 
use and will outline a supplementary method which, with the 
aim of securing more insight into the problem and the impli- 
cations for guidance, is concerned with the informal behavior 
of parents and children and the utilization of the child’s play 
for diagnostic purposes. For the most part, this method can 
easily be interwoven into the routine procedure of psycho- 
logical counseling. 

We will take up first the values and limitations of the 
common clinical case-work in child guidance, as evident in 
interviews with parents, visits to home and school, and psy- 
chological examination of the child. 

Interviews with Parents—In almost every case, when a 
mother seeks advice about a problem child, it may be assumed 
that she is somewhat out of balance. Something in the child’s 
development or his relationship to others is wrong or seems 
wrong to her, and this fact not only weighs on her, but makes 
for a specific relationship between herself and her child, 
herself and her environment, and the child and his environ- 
ment. Something about the situation ean be learned from 
the interview; at least we can conclude from it how the mother 
sees the problem, and we can form some first hypothesis 
about the child’s status within his environmental field. 


1The discussion that follows holds true, of course, for the father as well as 
for the mother, or for any person responsible for or concerned with the child. 
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It must always be remembered, however, that the informa- 
tion that a parent gives us about herself and her child is 
seldom a definite body of facts that will hold true continu- 
ously. Personality and behavior problems are not static, 
but dynamic; they are part of complicated individual devel- 
opments influenced by and, in turn, influencing the whole 
environmental field. An interview cannot give the psychol- 
ogist much more than a random cross section of the situation; 
it reveals what seems important to the mother at the moment 
—if she is willing, and is given a chance, to speak out freely— 
and what seems important to the interviewer, in as much as 
he is taking the lead in discussion and questioning. 

Usually, then, the information given is somewhat biased, 
and, besides, is mixed up with a certain amount of more or 
less controlled interpretation. The popularity of various 
educational philosophies and modern interpretative psychol- 
ogies—more or less well understood—adds to the entangle- 
ment. Thus, the information is but a small sample of a 
developmental stream, made up of many currents intercon- 
nected with one another and working upon one another in 
various ways, and, furthermore, changing according to the 
time, place, and situation in which the information is given. 
The psychologist is supposed to solve a complicated equation 
in which practically all the factors are either hypothetical 
or entirely unknown to him. 

Every interview has, however, one definite value no matter 
how distorted the material presented and how completely 
puzzled the psychologist may be at first: the individual who 
is being interviewed is always a real person acting in a con- 
erete way and thus making a positive contribution toward a 
solution of the problem, viewed from the standpoint of the 
whole field of action around herself and the child. 

Of course, if the psychologist is experienced, he gains a 
general impression of the person interviewed and of the 
situation around her, especially after he has seen her several 
times. This enables him to evaluate her information and to 
select from it what seems to be pertinent for an understand- 
ing of mother and child while he is securing additional 
information. 
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Visits to Home and School.—If a visit to the home is made, 
and possibly one to the child’s school, the picture becomes 
somewhat more rounded. But this procedure may have many 
of the same limitations as an interview, especially when the 
child in question is beyond the pre-school age and is well 
aware that the visitor has some purpose in coming to see him. 
The same is often true for the family and the school. The 
mere fact of the visitor’s presence may change the psycho- 
logical situation and affect the validity of the study. Of 
course, skilled case-workers are able to overcome most of 
these difficulties and to draw highly important material from 
one visit or repeated visits. But some of the factors that 
later on prove to be responsible for the conflicts and problems 
may show up only vaguely or not at all. On the other hand, 
certain family patterns that are easily recognized—such as 
dominant behavior of one member of the family, extremely 
high standards for behavior and achievement, fears and over- 
solicitude, or neglect and lack of affection—may impress the 
visitor as the evident cause of the trouble, though later on 
it may become clear that they are merely contributory fac- 
tors. Or the psychologist may feel that school discipline, 
as observed during his visit, is so rigid that a sensitive child 
could not be expected to adjust, or that the teacher does not 
understand the child. 

However obvious causes and effects may seem to be in the 
data secured by this type of observation, the fact remains 
that the psychologist has to make his interpretation on doubt- 
ful evidence. He knows that similar or even worse family 
and school set-ups do not necessarily result in problem be- 
havior like that of the child in question. There are great 
individual differences in the matter of what children can 
endure and overcome, and, on the other hand, in what causes 
them to suffer and fail in life. We do not know exactly what 
it is that makes for maladjustment, although we do know that, 
in general, more so-called unfavorable factors are found in 
families with maladjusted children than in those with children 
who are well adjusted. A comparison of the behaviors of 
different children in their natural environment can be only 
tentative in its findings, because almost no factor can be 
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satisfactorily controlled, and, for the present at least, our 
methods of examining the non-overt factors that enter into 
behavior are far from adequate. 

Nevertheless, clinical practice based on present-day obser- 
vation and interpretation is successful in many cases, although 
we often do not know specifically the ‘‘what’’ and the ‘‘why’’ 
of the success. Naturally, the next step is to try to become 
more conscious of what is really happening in and to the 
child and his environmental field, and what effect the psy- 
chologist is having upon both. We must realize that his work 
often passes the border line between scientifically controlled 
procedure, on the one hand, and ‘‘mere common-sense,’’ 
‘‘intuitive,’’ or ‘‘artistic’’ work on the other side. This 
intuitive work is often said to be dependent upon the special 
ability of the person who uses it. The two arguments against 
it are that it cannot be taught in the same way as other 
subjects in psychology and that its scientific reliability has 
not been established. We should not, however, drop a method 
that has proved successful to some degree merely because 
of certain difficulties in its present state of development. 
Rather we should study the method with the purpose of 
making it more communicable and scientifically sound. Clin- 
ical child-guidance needs increasing integration with psy- 
chology and particularly with child-development research. 

To come back to our problem of what is really going on 
psychologically during our case-work, our plan should be to 
analyze the procedure and to devise a better control for the 
factors that are at work around the child. Methodological 
suggestions will be outlined in the second part of this paper. 

Psychological Examination of the Child.—The values and 
limitations of psychological tests in the practice of child guid- 
ance need not be discussed in detail in this paper. Modern 
psychologists agree to a certain extent that good tests, com- 
petently administered, are more or less indispensable for 
clinical work. At the same time they realize that the tests 
can be only one of several tools in the study of the child.’ 

1In ‘‘ Qualitative Intelligence Testing as a Means of Diagnosis in the Exami- 
nation of Psychopathic Children ’’ (The American Journal of Orthopsychiatry, 


Vol. 5, pp. 154-79, April, 1935) I have discussed a supplementary method of 
test evaluation for the study of the personality of the child. 
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We do not find the same agreement about interviews with 
children, and, accordingly, practice varies considerably. The 
present writer holds to the opinion that information gained 
from an interview with a child, if taken alone and at its face 
value, must be considered even more questionable than that 
secured in the adult interview. We know that many children 
who are referred for study do not understand or realize at 
all that they are ‘‘problem children.’’ Even if they do real- 
ize it to some extent, they can seldom be expected to give 
detailed information about themselves in an interview. This 
does not, of course, imply that talking to a child about per- 
sonal matters is without value. But it is important always 
to remember that children react in very different ways and 
that we must gain some understanding of the reaction of the 
particular child who is being interviewed before drawing con- 
clusions as to the information given. A child who is being 
interviewed in a sympathetic way may repeat certain rules as 
to what his behavior should be; he may show reluctance, 
anger, or irritation when painful problems are touched; he 
may take an interest in telling about agreeable or disagreeable 
events and experiences; he may begin by defending himself 
if he feels that he is being blamed for his behavior. He may 
be pleased at being taken seriously and getting so much indi- 
vidual attention, and, consequently, be very eager himself to 
please; this may induce him to say what he believes the inter- 
viewer would like to hear. Again, he may be self-conscious 
and try to retire. No matter how the child responds to the 
interview, we are not necessarily justified in concluding that 
he will behave in the same way in the actual situations that 
are being discussed with him. On the whole, the interview 
situation calls for reactive behavior rather than spontaneous 
activity in the child, and the interviewer more or less gets the 
response he is expecting and stimulating. 

The various possible reactions of the child are always re- 
vealing to the experienced counselor, but at the same time 
they may be misleading unless he has some other, less arti- 
ficially gained, information about the same child to assist him 
in evaluating the material of the interview. In other words, 
the interview does not reveal how the child really behaves in 
the situation to which a stated problem refers. The fact that 
a child is troublesome at home, does not get along well with 
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other children, does not work up to capacity, or is becoming 
delinquent can hardly be explained by the child in such a way 
that the counselor will understand exactly where the difficulty 
lies. A six-year-old girl who was shy and unhappy at school 
gave as her only reason for this behavior the fact that the 
teacher had too loud a voice. There was no evidence of her 
being oversensitive to loud noises in other situations, however. 
A boy, referred for study because of his asocial behavior at 
school, rated among the highest in his class in a test of social 
intelligence. He knew perfectly well how one should behave, 
but he could not make use of his knowledge in his own actions; 
nor was he able to give any explanation as to how or why he 
misbehaved. A young delinquent may give or accept many 
motives for his conduct; yet none of them can be taken as a 
final explanation as to why he acted in this or that particular 
way. Only if we know how the child behaves in actual, every- 
day situations, and how he reacts in crucial moments, can we 
interpret with some certainty the information given by him 
in the interview. 

Recommendations Based on Interviews and Tests.—The 
beginner in psychological counseling can hardly believe that 
a child who behaves perfectly while with him really causes the 
difficulties people complain about. He will accept willingly 
any plausible explanation of the circumstances around the 
child that are brought forth as responsible for the trouble. 
Optimistically, and certainly with some right, he expects the 
problem behavior to vanish if only the unsatisfactory condi- 
tions are changed for the better. As a rule, he is inclined to 
believe that parents and teachers are mainly to blame, and 
he gives, according to his knowledge, recommendations as to 
how the child should be handled. Often, of course, this sim- 
ple method works, although we cannot always be sure which 
particular item of procedure has been effective. Merely the 
fact that some one has taken a serious interest in the problem 
may influence favorably both parents and child or teacher and 
child. Sometimes the very fact that the parents come for 
help and are ready for a discussion of their problem means 
that they have begun to face it and to work on it, and the 
counselor’s interest encourages them to continue in the course 
already adopted. In other cases, success is less evident. Old 
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emotional patterns of relationship resist the changes recom- 
mended, and the counselor concludes that the family is not 
cooperative. One can express the same fact in a different 
way by saying that the counselor has not found the right way 
to make them codperate, or that the family is not ready to 
coéperate in the present situation. It requires a considerable 
amount of experience and of insight into the whole dynamic 
situation around the problem to know in advance what may 
happen during the work with a problem child and his parents 
and to conduct the work accordingly. 

My own opinion is that insight and foresight can be ac-, 
quired more satisfactorily by observing the child’s behavior 
and the environmental situation in as natural a set-up as pos- 
sible. This might be accomplished through a thorough study 
of the child and his environment in a number of visits to home 
and school. Growing familiarity with the psychologist would 
then free the members of the group from constraint in his 
presence, and he would have a chance to see all the situations 
in which they behaved or failed to behave in a desirable way. 
But it is obvious that such a study as this would take far too 
much time, and, moreover, would remain on the level of indi- 
vidual case-work, with little or no opportunity for an exact 
comparison of problems in different families. 

The suggestion is offered, therefore, that in addition to 
interviews and casual school and home visits, less formal 
techniques of investigation be utilized. The psychologist 
needs somewhat controlled situations for observation of be- 
havior and relationships, situations in which parents and 
child are not so much aware that they are being studied. At 
the same time, the time spent on each person should be limited 
somehow. It is suggested that the additional observation be 
made an integral part of the procedure from the moment the 
application for study of the child is made, use being made of 
the time during which mother and child are waiting for their 
appointment, or when one of them is waiting while the other 
is seeing the psychologist. According to the individual set-up 
of the clinic and the organization of the staff, various stand- 
ard situations can be developed, and an experimental play 
group may be added. 

The following paragraphs will outline some of the situa- 


v 
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tions that the writer has found helpful in her work.’ It will 
be noted that paramount use is made of play material, both 
for direct experimental use and as a bridge toward good and 
free contact with the counselor. These techniques have been 
used successfully for children between two and ten years of 
age and, in a limited number of cases, for younger and older 
children, too. There is no definite rule for the sequence of 
the different situations in the progress of the case study, nor 
is every situation a necessary requirement for every study. 
As to the attitude of the counselor, one very general rule can 
be formulated: he has to be active all the time in the sense 
that he must be quick to observe and react to all that is hap- 
pening; he has to show his friendly and intensive interest 
without giving evidence of becoming emotionally involved; 
he has to keep back his own opinion about the problem until 
he knows his subjects well enough to evade major misunder- 
standings. In other words, his attitude must encourage his 
clients to express themselves without interference. Begin- 
ners are sometimes worried lest this apparently passive atti- 
tude may interfere with their authoritative position. They 
feel that they should impress their clients with their knowl- 
edge and competence. They do not realize that quiet, inten- 
sive interest, with casual replies and remarks, during the 
beginning of a new contact serves their purpose better than 
early interpretation and recommendation. This attitude 
helps them to become part of the developmental stream in 
which the child and his problem are moving. 

Situation I: Introductory Observation of Mother and Child. 
—As a rule, when a mother comes to see the psychological 
counselor for some problem with her child, a short play ob- 
servation, preceding the interview and taking place in the 
presence of the mother, is revealing for the counsélor in the 
following ways: it shows the relationship between mother and 
child, particularly the degree of dependence of the child and 
the dominance of the mother; the mother’s idea about good 
behavior with strangers and her methods of making the chiid 
behave according to her ideals; the mother’s standard of 
behavior for the child; the child’s approach to play materials, 


1 They are based on experience from the child-guidance department (Heil- 


pidagogische Abteilung) of the pediatric clinic at the University of Vienna, 
Austria. 
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and his skills and knowledge in using them, his play persist- 
ence, his emotional patterns in attacking play problems and 
overcoming difficulties, the quality of his work as such and 
the quality of his work in relation to satisfaction with his 
achievement, his spontaneity and curiosity in the use of the 
play material available, and his method of becoming ac- 
quainted with the counselor’s quarters, the play equipment, 
and the counselor himself; and, finally, the mother’s attitude 
toward the child and the counselor during this whole 
procedure. 

If a psychologically trained receptionist is available, she 
can observe and record inconspicuously from the start the 
behavior of the two. This observation might be developed 
into a waiting-room service with selected material serving as 
a stimulus. Much regarding the behavior patterns and rou- 
tine relationship of the family would be revealed. In a clinic 
with a large out-patient department and a staff of counselors, 
a waiting-room service would be mainly a matter of well- 
planned organization, requiring little additional time. Sev- 
eral families could wait together under the supervision of 
staff members while registration is taking place, and the 
development of contacts of various kinds could be observed. 
Most children, during that time, would get sufficiently ac- 
quainted with the new environment. Thus the field would be 
well prepared for the individual contact with the counselor, so 
that this contact could be shorter than it would have to be 
without the preparation in the waiting room. 

During the preliminary contact with the counselor, it has 
proved helpful to ask mother and child a few questions re- 
garding such matters as the name, address, and age of the 
child, his school and grade, and the status of the immediate 
family. These questions should be asked in a routine way 
and without emphasis upon their importance. Usually this 
short conversation will give additional information as to the 
relationship between parent and child and possible tensions 
between them. Either the mother or the child or both will 
answer, and sometimes the one who proved less active at first 
will correct or contradict what the other has said. 

To illustrate by some examples, a mother came to consult 
the psychologist about her eight-year-old boy, who did not get 
along well at school and was stubborn and disagreeable at 
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home. For one of the conferences, the mother came with the 
boy and his four-year-old sister. While before that the boy 
had been very talkative during contacts, unless his mother 
had quieted him, this time the little girl led the conversation, 
no matter whether she, her mother, or her brother were ad- 
dressed. On other visits the mother had shown annoyance 
when the boy spoke and tried to send him out of the room in 
order to speak to the counselor. Now she kept quiet and 
smiled at everything the girl said. During another contact 
with the same family, father, mother, and boy came. This 
time, neither the father nor the boy had much chance to talk, 
and an incidental observation disclosed that they were well 
aware of this fact and took it with resigned humor. This ob- 
servation was the more important because the mother had 
reported that the father was deeply annoyed by his son and 
often spanked him. 

A very different kind of relationship was demonstrated in 
the case of a six-year-old boy and his mother. He was the 
only child and was very close to his mother. However, from 
time to time the mother was alarmed by his outbursts of inde- 
pendence and even expressions of hatred toward her. When 
they came to see the counselor, the boy was immediately at- 
tracted by the play material in the room. The mother watched 
him closely and interfered with almost everything he did, 
either giving him directions as to how to handle the material 
or forbidding him to play with it, with the argument that he 
would dirty his hands with the clay or that perhaps the coun- 
selor would not like him to take the blocks. She seemed to try 
desperately to give the counselor a good impression of her 
son. When, later on, the counselor discussed with her her 
problem with the boy, it was evident that she did not realize 
at all that she was continually building up barriers around 
her child and interrupting almost every one of his activities. 
The counselor might have inferred this situation from the 
mother’s reports, but he could hardly have discussed it with 
her successfully without this actual and detailed evidence; 
for the mother’s subjective impression was that she was 
giving the boy a great amount of freedom. 

Thus the counselor may witness a conflict between mother 
and child as to how the child should behave during the contact 
with him. In this way both the counselor’s person and his 
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play material become active factors in the observation of 
mother and child and, at the same time, constant factors in 
the psychological experiment organized through this situation. 
That is to say, the counselor can compare the behaviors of 
different mothers, fathers, or children, and their standards 
and values. During this conversation, the counselor usually 
finds an opportunity to indicate to the mother that he will 
discuss the actual problem with her later and that he wants 
to become acquainted with the child first. 

Situation II: Solitary Play of the Child During the 
Mother’s Interview with the Counselor.—lIf the child is fairly 
independent of his mother, he can be persuaded to wait in 
another room with some of the counselor’s play material 
which he has chosen himself. It seems that the most success- 
ful technique for this situation is just to tell the child that he 
will have to wait in another room and may play there. 
Usually he will enjoy choosing material from the selection in 
the counselor’s room and will take it to the waiting room. 
Variations from this technique should be used only on the 
child’s initiative; that is to say, if the child wants to be reas- 
sured as to where his mother will stay and where he can find 
her, the counselor will repeat and emphasize this information. 
The child may raise other questions which should be answered. 
The counselor’s purpose is to create the most favorable back- 
ground for spontaneous behavior of the child. The more 
rules and limitations he insists upon as to what the child may 
or may not do, the less opportunity is left to the child to act 
spontaneously. Almost anything may happen, then, during 
the interview with the mother, from one extreme—namely, 
that the child remains in his room until called for, no matter 
whether he is enjoying it or not—to the other extreme—that 
he keeps going from one room to the other with continuous 
questions or requests of some sort. In addition, the mother’s 
reaction to what the child does is revealing. In case of mis- 
demeanor, she will start to explain and to describe behavior 
conflicts at home, and with the evidence going on before his 
eyes, the counselor will have a vivid picture of the home 
situation. 

In the case of a seven-year-old boy who had never been 
away from home, the counselor witnessed a perfectly tragic 
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love scene, with many tears and kisses from both mother and 
child, when the boy was invited to play in another room. 
This performance was utilized afterwards to explain to the 
mother that her own excitement had made the parting very 
difficult for the boy. In fact, only the decided and assuring 
attitude of the counselor had made it possible. Toward the 
end of the interview, the mother was able to smile at her own 
foolishness, although there were tears in her eyes, and the 
reunion was celebrated happily, although still with a great 
display of emotion. In this case, it was possible to start 
therapy from the very beginning of the contact, because the 
main difficulties in the parent-child relationship were evident 
at once. Diagnostically, however, the situation was not clear 
at all. No recommendations could have been given before 
the counselor knew just how much strain he could put on both 
mother and child. That is why he had to start and control 
the ‘‘weaning’’ process himself. Both the mother and the 
boy proved to be extremely sensitive, and a very gentle and 
gradual increase of recommendations toward independence 
was essential in the progress of this case. 

In the case of a four-year-old boy who had always been with 
his mother, there seemed to be a similar psychological situa- 
tion. But this boy himself proved to be considerably more 
independent. He was sent to play in a distant corner of the 
large room where the interview took place, and was immedi- 
ately attracted by some play material. The mother watched 
him nervously and commented to the counselor that she was 
sure the boy would cry for her. The child, in his excitement, 
called, ‘‘Mother!’’ several times, and she would jump up and 
move toward him; but every time, when she was on her way 
to him, he said, ‘‘Stay where you are.’’ Apparently all that 
he needed was to point out to her from time to time how happy 
he was, while she thought (and probably wished) that he 
needed her. Again, this gave a better insight into the mother- 
child relationship than the interview alone could have given. 
At the same time, it could be used as the starting point for 
constructive work with the mother. 

Furthermore, as in Situation I, the child in his solitary play 
shows his attitude toward play material, his likes and dislikes 
of games, his ability, persistence, investigative and construc- 
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tive power, his resourcefulness, and so on, but during a longer 
period than in Situation I. 

A four-year-old girl, who was of superior intelligence, was 
given an opportunity to play in the psychologist’s room while 
another counselor talked to her parents. Her behavior 
toward the psychologist was charming and well-balanced. 
However, she was at a loss as to what to do with any of the 
material offered, such as clay, blocks, paper and crayons, and 
the like. This observation brought out much more clearly 
than the interview with the parents that the child’s all-around 
activities had been neglected in favor of her intellectual 
development. 

According to the set-up of the laboratory, the child in his 
solitary play can be observed either secretly from behind a 
screen or openly, but inconspicuously, by some one apparently 
occupied with something else in the same room. Other work- 
ers of the laboratory with whom the child comes in contact 
may contribute their observations. Even if none of these 
factors can be arranged for, the counselor can get some infor- 
mation about this solitary play from the child’s behavior 
when he reappears in the counselor’s room, from his reports 
about what he has done, and from the evidence given by the 
products of his activities. The discussion above has shown 
that this kind of observation can be carried on within the 
same time span as the interview. Of course, it is an advan- 
tage if a trained psychologist is available for this service. 
In a number of cases such observation might permit us to 
dispense with a home visit. 

Situation III: Play Interview.—With the contact estab- 
lished between psychologist and child by means of an objec- 
tive tool such as the play material, the next step can be taken 
easily. The child at this stage has seen and talked to the 
counselor several times and has become accustomed to being 
in the laboratory. The mere fact that he has entered and left 
the room more than once without having the notion that some 
unknown danger or unwanted familiarity may follow may 
have helped him to get acquainted. Even a shy and fearful 
child usually will be ready by this time to accept a positive 
attitude on the part of the counselor. There still remains 
the danger that the child may shrink back or assume an arti- 
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ficial attitude as soon as his private affairs are discussed, and 
that his behavior will lose its spontaneity. The counselor 
does not desire to place the child’s problem of adjustment in 
the center of his conscious attention for more than a few 
moments, unless the child is already full of it from the start. 
Distortions in the child’s interpretation of the situation are 
less likely to occur if he does not feel that the psychologist is 
particularly interested in it. And before the psychologist, in 
the therapeutic procedure, makes the child feel what he con- 
siders important, he must—very inconspicuously—find out 
what the child considers important. This cannot, in many 
cases, be found out on an intellectual and highly linguistic 
level of communication. But much can be revealed by having 
the child do something he likes in the presence of the psychol- 
ogist, who, part of the time, keeps in the background and does 
not impose his influence noticeably upon the child. The situ- 
ation becomes natural, then, if the psychologist is working at 
something himself, and casual conversation takes place. That 
releases the child from the ‘‘tell-mother-everything’’ pres- 
sure. He may tell less in amount, but what he tells will be 
integrated with the whole field of his experience and his atti- 
tude toward his experience, as his play and contact with the 
psychologist will be included in his natural environment in- 
stead of being outside of it and, one might say, of different 
quality. 

Of course, such a play interview will vary greatly according 
to the child’s age and sex, his problem and its present state, 
his personality, and various other factors. Different kinds 
of relationship to authority will develop, from that of the 
submissive child, who waits for the counselor’s direction in 
every detail of his activity, to that of the aggressive one who 
takes the lead from the start. 

A seven-year-old girl, who had been referred because of her 
apparent unhappiness at home as contrasted with her leading 
role in a group of neighborhood children, was extremely shy 
and retiring when her mother first took her to see the coun- 
selor. She was unable to enjoy the play material offered to 
her, although she tried to use it. However, from the moment 
her mother and the counselor left the room, leaving her with 
the counselor’s assistant, she became active and happy, and 
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used liberally and with good imagination the same clay, draw- 
ing paper, and crayons which she had fingered listlessly 
before. She delighted in assigning tasks to her companion and 
dominated over her in a decided, although charming, manner. 

The same child, observed in an experimental play group 
(which will be discussed later in this paper), behaved pas- 
sively and quietly again. For the most part, she followed 
the directions of a somewhat older girl and smiled at the 
advances made to her by a very active boy, without joining in 
his activities. The shyness was observed at the beginning 
of every subsequent contact, although she liked to come and 
was always looking forward to her visit. 

A few contacts were planned with this child so as to show 
her in a variety of situations. At the same time, both parents 
discussed the family’s problem in a series of interviews, with 
increasing confidence in the counselor on the part of the 
mother. These revealed just what were the social difficulties 
of the child within her family and her whole environmental 
field, and the family’s social difficulties, too. If the counselor 
had paid a visit to the home, which, incidentally, was distant, 
the parents would probably have been so self-conscious as to 
make the situation most artificial. 

A nine-year-old boy who came to the counselor for a series 
of play interviews gradually developed an extensive, well- 
organized construction project, for which he used the Erector 
set, clay, pieces of wood, cardboard, and so on. He would 
start out at every new period where he had stopped at the end 
of the preceding one. He soon began to dramatize his activ- 
ity, talking, singing, whistling, and making all kinds of noise 
for the different characters who played a part, no matter who 
might be disturbed by his noisiness. The counselor, working 
and writing in the same room, gave him just as much attention 
as was necessary to make him feel at home. 

During his play and interwoven with it, most of his per- 
sonal experiences of the day came up in some way, and, in 
reaction to that, the counselor could ask him a few questions. 
The reason for his difficulty—failure to adjust socially at 
school—became very evident during these play interviews. 
Obviously, his activities meant so much to him and captured 
his whole person so entirely that he forgot all the persons 
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around him and their needs. Thus his extremely egocentric 
and asocial behavior, which had, of course, been most irritat- 
ing at school, could be understood from the standpoint of his 
individual needs, and it was possible to institute an educa- 
tional program aimed at establishing a balance between those 
needs and socially acceptable behavior. 

In following the principle that the situation during a play 
interview should be natural, the psychologist will react to 
these various types of behavior in an individual way, encour- 
aging the shy and passive child and resisting the domineering 
attitude of the aggressive child. He will experience within 
himself the emotional reaction of anger, irritation, disappoint- 
ment, and so on, or feel pleased, charmed, and attracted by 
the child’s behavior. This will help him to understand the 
parents’ or teachers’ reactions, no matter whether or not he 
can approve of them. At times, he will find it wise to join the 
play; at times, to leave the room and give the child some 
opportunity to continue without any outside influence. At 
times, he will ask concrete questions, perhaps more for the 
purpose of stimulating the child’s thoughts than for immedi- 
ate clear-cut answers. If a series of play interviews are tak- 
ing place, certain individual patterns will develop. The child 
may report each time what happened at school or at home; 
he may discuss his experience with other children; he may 
reveal what he is hoping and dreaming or what he is worried 
about. While, gradually, the counselor will display a more 
active interest, the child will always have the chance for some 
spontaneous talk. There should always be natural periods 
without talking. 

Practically, we cannot draw a precise border line between 
diagnostic and therapeutic procedure during play interviews. 
Therapy sets in gradually as the contact develops, and the 
psychologist gains insight into the whole situation around the 
child’s problem. There may be a therapeutic influence at 
work from the beginning. Usually during the first contacts 
the diagnostic purpose predominates, while later on therapy 
takes the more important réle. But, according to the assump- 
tion that the problem that is being attacked is part of a con- 
stant development, the counselor will always have to readjust 
and to bring his knowledge up-to-date, concerning not only 
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outside events, but also the development of attitudes in the 
persons involved. Thus the diagnostic work—in the broadest 
possible sense—never comes to an end completely. 

The play interview, with child play as an important tool, 
has some points of similarity with psychoanalysis of children 
as described by several authorities in this field. There are, 
however, fundamental differences in purpose and procedure, 
based on differences in the underlying theories. Although 
the scope of this paper does not allow a detailed discussion, 
the main differences may be stated briefly as follows: 

1. The psychoanalyst establishes a contact that is in most 
respects different from all other contacts in the child’s life. 
The psychological counselor attempts to establish the kind of 
contact he wants to teach the parents to have with the child. 

2. In psychoanalysis the child is allowed and even stimu- 
lated to do and say things that he may not do and say in his 
home and school environment; this behavior is expected to 
help him become free from suppression, which in turn is sup- 
posed to have caused his maladjustment. In the play inter- 
view the psychologist does not stimulate so-called objection- 
able behavior. He accepts it when it occurs and tries to find 
out what it means for the child, but he does not believe that it 
is essential in every child’s development. 

3. In psychoanalysis the child’s play and his behavior in 
general are considered as symbolic and are interpreted mainly 
as such. The sexual side of life is stressed in these interpre- 
tations. In the play interview, the actual content of the play 
is considered of primary importance. Likes and dislikes, 
abilities and disabilities, various kinds of attitude in connec- 
tion with play material are studied and analyzed. Care is 
taken to give only such interpretations and explanations to 
the child as are in accord with clear evidence and with the 
child’s actual needs. Emphasis is placed upon various 
aspects of life according to the individual differences of the 
children studied and their problems. 

Situation IV: Play in a Group of Children.—lf children do 
not feel comfortable when alone with the counselor, or if they 
are being studied mainly because of their difficulties in getting 
along with other children, observation in a small experimental 
play group may give valuable information as to the specific 
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obstacles in the way of social adjustment. By varying in a 
controlled way the different factors that accentuate the rela- 
tionships in the group, the psychologist can find out, approx- 
imately, the situations for every child in which he is a useful 
member of the group and the situations that are crucial or too 
difficult for him. In addition to that, the specific part that 
the individual child is able to play in any of the various group- 
ings can be ascertained. One variable factor in the set-up of 
the group is the play material offered—whether it invites the 
children mainly to codperative, parallel, or solitary play, or 
whether it sponsors clashes and fights. Another factor is the 
space available for the various types of activity. The selec- 
tion of the children in the group, involving such factors as 
similarity or diversity in age, sex, interest, social background, 
educational background, and personality traits, may also have 
important bearings on the behavior of each individual child. 
Another factor that can be varied is the réle of the psycholo- 
gist—whether he joins the group as a member or as the leader, 
whether he supervises it actively or less conspicuously or 
disappears in the background. 

This situation offers us an opportunity to study the indi- 
vidual child in a more controlled social group setting than the 
individual family or school can offer. If a mother states that 
she is obliged to supervise her eight-year-old boy intensively 
lest he come home extremely dirty, the psychologist’s first 
reaction may be to blame her for too high a standard of neat- 
ness. But when this same boy, in a group occupied with 
finger painting, soils his clothing much more than some of the 
younger members, and, in addition, delights in wiping his 
fingers on the others’ faces, we begin to see him with his 
mother’s eyes. When the nine-year-old who has been men- 
tioned before is blamed for appropriating all the play mate- 
rial with no consideration for the other children, we certainly 
agree with his tutor that he acts egocentrically and asocially. 
But when we observe him becoming enthusiastic about some 
new material, and find out that, no matter what is offered to 
him, he sees all materials in connection with one another and 
has at once ‘‘wonderful’’ constructive ideas about how to use 
them, we begin to understand his point of view. 

Even though the findings will be highly specific and may 
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vary from one day to another for the same child under similar 
conditions of the play group, certain general behavior trends 
and attitudes toward the other children—or toward the adult 
when the child is associated with other children—will persist- 
ently show up in the individual child. In addition, we are 
able to secure information as to the emotional threshold of the 
individual child for certain social stimuli and its changes 
under various conditions. 

Again, as we realize that the child is constantly, although 
slowly, developing, we cannot expect our findings to be abso- 
lutely true. They merely suggest possibilities and perhaps 
limitations for the child’s development; and they help us to 
discriminate between more or less favorable environmental 
conditions which are influencing the individual child’s devel- 
opment. 


SUMMARY 


I have tried to outline the various steps in the procedure of 
child guidance and to describe their values and limitations. 
Those methods which are particularly recommended in this 
paper tend to give an insight into the individual child’s actual 
behavior. The psychologist wants to see the behavior, not 
merely to hear reports on it. He wants to learn through his 
own experience how the child may impress the persons of his 
environment, and in somewhat the same way, he wants to 
study the parents. This has, of course, been attempted be- 
fore, mainly by means of visits to the child’s home and school 
environment. But such studies have frequently proved to be 
unsatisfactory because of lack of time or complete codpera- 
tion, or for other reasons. Furthermore, one can never be 
sure whether a sample taken from school or home life during 
a visit will be representative for the specific environmental 
field of the child and helpful in solving the specific problem. 

For a study of the dynamics of behavior and problem be- 
havior, it is suggested that use be made of natural situations 
for observation arranged in the laboratory. From these, 
specific findings will be secured about the personalities of the 
child and his parent and their relationship within and outside 
of the family. Furthermore, as a matter of experience, these 
situations lead to a more sincere and more realistic contact 
with the family. The psychologist has entered their field, 
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acting and reacting in it instead of watching it from the out- 
side. This may affect favorably all the other steps of the 
guidance work. The interview may be based in part upon 
situations that have actually been experienced by both the 
parent and the counselor. Other situations that come up for 
discussion can be derived from and compared with those that 
the two have shared. Thus, there is a fair chance that both 
the counselor and the parent will know exactly what they are 
talking about. For an evaluation of test findings apart from 
their quantitative results, the study of the child will be help- 
ful. In addition, visits to home and school can be planned 
with specific questions and problems in mind, derived from 
the laboratory observation. 

A last word should be said about the time spent on such a 
study, although it is hardly possible to lay down any definite 
time span. Satisfactory results have been secured in a num- 
ber of cases in one or two two-hour sessions. In many cases, 
however, more time will be needed. Just which kind of study 
should be stressed and which items may be omitted will 
depend upon the individual problem; it is generally possible 
to decide such questions during the first contact. If a group 


of psychologists are working together, they may save much 
time by having joint waiting groups and play groups. In 
general, the greater the experience of the worker, the more 
he may dispense with some of the procedures that are usually 
considered as necessary items in the diagnostic process. 
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| Sings prison programs do not differ fundamentally 
from those offered to or imposed upon inmates seventy- 
five or one hundred years ago. Since 1915, however, several 
trends may be discerned, especially in American prisons and 
reformatories, which seem hopeful. I refer to educational 
programs and the ‘‘classification clinic.”’ 

Prison classification, like so many other modern prison 
ideas, is not a new notion. In the writings of German penal 
students of the latter part of the eighteenth century (Feuer- 
bach and Wagnitz, the German John Howard) the need for 
classification was recognized and programs were proposed. 
Many of the writings of Lombroso, Garofalo, and Ferri are 
devoted to the problems of prisoner classification. What 
characterizes the current approach to the problem is its puta- 
tively scientific basis. The aid of sociology, psychology, and 
psychiatry has been enlisted in building up prison classifica- 
tion schemes. 

This is not the place to examine the validity of these dis- 
ciplines. Even the most critical-minded will agree, I believe, 
that during the past twenty-five years our understanding of 
human nature and conduct has been widened and deepened 
by the contributions of anthropology, psychology, and psy- 
chiatry. One may justifiably question many of the ‘‘facts’’ 
of these social sciences and some of the methods employed in 
collecting them and interpreting their significance. But for 
purposes of this discussion, it is enough if we agree that the 
mechanisms and horizons revealed by this data have given us 
clues in reshaping the approach to social case-work and 
prisoner classification. 

Dr. Virginia Robinson has traced the growth and influence 
of psychiatry upon social work. Among the influences may 


be mentioned the pioneer work of Dr. Healy on the individual 
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delinquent.’ In 1916 a psychiatric hospital was opened in 
the then existing New York State Reformatory for Women to 
study the behavior problems which could not be routinely 
handled by the prison administration. About this time (and 
so far as psychiatry in prisons is concerned its significance 
was far-reaching) Dr. Bernard Glueck made the first exten- 
sive psychiatric study of a prison population at Sing Sing 
Prison. Through their writings and addresses Dr. Adolf 
Meyer and Dr. August Hoch emphasized the réle of mental 
conflict in misconduct. The National Conference of Social 
Works at this time and during the years that followed de- 
voted its meetings largely to discussions of the contribu- 
tions of psychology and psychiatry to case-work. Two 
conclusions appeared by 1920 which were accepted by all— 
viz., the importance of family relations in forming person- 
ality and the overwhelming significance of the emotions in 
character formation. 


II 


Since prisoners are such because of misconduct, it was to 
be expected that the significance of psychiatry for inmate 
problems would be appreciated. At the present time about 
30 of the 138 state and federal prisons and reformatories 
provide routine psychological examinations for all inmates. 
Only 18 give psychiatric examinations and still fewer have 
established classification clinics. The ‘‘best’’ set-ups are to 
be found in New Jersey, Massachusetts, Pennsylvania, IIli- 
nois, New York, Ohio, Maryland, Virginia, California, and 
Indiana. 

The prison classification board or clinic or ‘‘social-case- 
work unit’’ consists of the superintendent, the psychologist, 
the psychiatrist, the physician, the chaplain, the teacher, the 
vocational director, and, in a few cases, a social worker and 
a parole officer. The newly arrived prisoner, while in quar- 
antine, usually a period of thirty days, is examined by these 
various staff members. Each examiner draws his conclusions 
and makes a report with recommendations. The various 
written reports, each embodying the particular point of view 


1See The Individual Delinquent, by William Healy, M.D. Boston: Little, 
Brown, and Company, 1915. 
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of the specialist, are summarized at the weekly meeting of 
the classification board and a tentative program for the in- 
mate is formulated. Provision for reclassification every six 
months is made. 

Now in order to understand this new movement of the 
classification or case-work unit, we must ask ourselves several 
fundamental questions. What are the objectives of case-work 
in prison and what methods are used to attain those objec- 
tives? Objectives and methods in the various institutions are 
diverse. Fortunately, ‘‘the deliberations of the Committee on 
Case-work Methods and Treatment for Prisoners of the 
American Prison Association have clarified and harmonized 
a wide diversity of views and practices in many states.’’! 
What, then, does this committee, consisting of the leaders in 
the field, consider the objectives and methods of case-work 
to be? 

The objectives may be summarized as follows: 

1. Housing.—Of fundamental importance is the safe cus- 
tody of the individual. Hence, the question of where and in 
what type of cell or building to place the offender is the first 
consideration. 

2. Discipline.—A knowledge of the offender’s ‘‘make-up,’’ 
his capacities for work and study, will be of aid in mapping 
out a program that will influence favorably the conduct of the 
prisoner as well as the internal discipline of the institution. 

3. Mental Health—A small group of mentally deviating 
prisoners is found in most prisons. From the point of view 
both of the inmate and of the institution, it is desirable that 
this troublesome type receive specialized treatment either in 
the institution in question or in a specialized institution, let 
us say, for defective delinquents or the criminally insane. 

4. Physical Health—Any program for rehabilitation of the 
inmate rests upon his physical well-being. Defects must be 
corrected. 

5. Tests of General Ability—vVarious tests must be given 
to discover the aptitudes and capacities of the inmate, so that 
his educational, vocational, and social training may be better 
planned. 


1 Handbook of Case-work and Classification Methods for Offenders, edited by 
Edgar A. Doll, 1934. p. 3. 
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6. Recreation.—A knowledge of the recreational interests 
of the offenders will, in large part, determine the recreational 
opportunities offered by the institution. 

7. Parole.—The data of the classification committee and the 
institutional records of the inmate should be made available 
to the parole officer, who will thereby be helped in his work of 
rehabilitating the offender after his release from the insti- 
tution. 

The methods of case-work are in general as follows: 

1. Securing the History of the Offender.—It is important, 
according to the Committee on Case-work, that the sex (sic), 
age, nationality, color, residence, type of crime, length of 
sentence, previous record, and family conditions of the of- 
fender be known. The identification officer of the institution 
or a field investigator, with the codperation of social agencies, 
can secure this data. 

2. Ascertaining Social Status.—This includes a record of 
the offender’s economic level, marital status, employment ex- 
perience, affiliation with social organizations, associates, 
family antecedents, and cultural conflicts. ‘‘ All these strictly 
social features surrounding [emphasis mine] the offender are 
of importance in understanding him as an individual and as 
an offender. . . . This aspect of case-work can best be con- 
ducted by the trained social case-worker, who is presumed to 
be familiar with the details and techniques involved in obtain- 
ing and interpreting such information.”’ 

. Ascertaining Mental Condition. 

. Ascertaining Mental Ability. 

. Ascertaining Physical Condition. 

. Ascertaining Educational Attainment. 

. Ascertaining Occupational Status. 

. Ascertaining Religious and Moral Aititudes.— ‘The so- 
cial attitude of the offender is perhaps the most important 
single consideration in dealing with him, and this in turn is 
heavily influenced by church affiliation, social philosophy, or 
personal attitude toward social, moral, and religious values. 
. . . This field of case-work is commonly considered the spe- 
cial field of the chaplain of the institution, or of the home 
pastor of the offender.’’ 

These data collected by the ‘‘case-workers’’ must be cor- 
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related in a unified summary. The recommendations for 
treatment must represent the majority vote of the classifica- 
tion committee. 

What do we learn from all of this? Classification, or case- 
work, is conceived of as a series of examinations with the 
purpose of formulating a program for the offender. Treat- 
ment is to be individualized by ‘‘properly grouping and 
placing the inmates within the institution.’’ The terms 
‘‘classification’’ and ‘‘social case-work’’ are apparently used 
synonymously. Incidentally, the title of another brochure by 
Dr. V. C. Branham, Chairman of the Committee on Case-work 
—viz., Case-work Procedure As An Aid To Prison Manage- 
ment—indicates again this identification of classification with 
case-work as well as the fundamental purpose of case-work— 
an aid to prison management. 


Itt 


Thus far I have presented a fair cross section of what 
passes for classification and social case-work in most penal 
institutions. What is of greatest significance is that the more 
progressive departments of correction are agreed that the 
individual’s needs and development are the essential problem 
in a prison program. For this very reason it becomes so 
important to point out the basic misconceptions that underlie 
the work being done. Let me start from the beginning. 

What is the matter with a great many, if not the majority, 
of hard-boiled felons? The answer is general, but serves as 
a starting point. Something is radically wrong with their 
emotional ‘‘sets.’’ Over 90 per cent of the inmates will return 
to civil life within an average period of approximately two 
years. Common sense and social security would, therefore, 
dictate that effort should be made to resolve these emotional 
conflicts. How? By social case-work in the prisons. What 
is social case-work? 

The actions and reactions of the social case-worker and the 
offender-client upon each other during the interview consti- 
tute the ‘‘dynamics’’ of social case-work. Meaningful social 
case-work has little to do with securing what passes for social 
ease histories or data on the client’s past. The alpha and 
omega of case-work is the relationship between a living human 
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being trying to express his conflicts and a sensitive, psychi- 
atrically well-informed worker whose function it is to serve as 
an ‘‘assistant ego’’ for the client. The technique employed 
by the social worker in this dynamic relationship is, because 
of its very nature, difficult to express verbally. It varies 
with the particular personality and problems of the inmate. 
The worker, if competent, will have developed ‘‘feelers.’’ Out 
of scores of interviews with many varied personalities, he or 
she will have assimilated intellectually and emotionally a 
deep appreciation of particular psychological conflicts. (An 
awareness of one’s own personal problems, and the capacity 
to work them out constructively, or creatively, through work 
with human material, should be requisite for practicing the 
art of social work. Similarly, a sympathetic appreciation of 
Joyce’s Ulysses or the writings of Proust might well be sub- 
stituted for the prerequisite courses in Statistics and Eco- 
nomics 101-102.) In some such way, the mechanisms of 
which are as yet not understood, insight into another’s prob- 
lems is gained. The sensitive social worker, in the very 
process of the interview or relationship, from the moment the 
client averts his eyes upon entering for the first interview to 
the shrug of his shoulders as the last act of the final interview, 
will be constantly interpreting and evaluating the gestures, 
the rise and fall of pitch, the how and the what of the inter- 
view. 

Above all, the social worker must rid himself of any moral- 
istic attitude, especially when the clients are offenders. His 
task is to help the inmate bring to conscious expression under- 
lying emotional conflicts and thus rid these deep-seated un- 
known drives of their tension. The client must be helped to 
understand his own difficulties. The moral decisions of the 
inmate must be his own and not those of the worker. Experi- 
enced social workers have learned time and again the futility 
of assuming the responsibility of making decisions for their 
clients. That is precisely what the client wants—a shifting 
of his responsibility to others—just what he has been doing 
for years, and precisely what should not be allowed to occur. 

In brief, the social worker’s job is to accept and understand 
what the present experiences of the inmate actively mean to 
the inmate. The therapist accepts the attitudes of the client 
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and helps him to understand himself. The emotional sta- 
bility of the individual is the end-in-view of social case-work. 

Social case-work is both a subject matter and an approach. 
The subject matter, broadly speaking, is the living interview. 
More narrowly, it is an analysis of how to approach definitely 
maladjusted individuals. What techniques are to be em- 
ployed in the interview is the subject matter of this embry- 
onic discipline of social case-work. How they should be 
employed constitutes the approach. Obviously, if the above 
presentation is clear, all social workers will profit from the 
study of the subject matter, and equally obvious is it that the 
approach will be unique in every case, depending upon both 
the skill and the sensitivity of the particular worker and the 
peculiar conflicts of the particular inmate. 


IV 


A comparison of this view of social case-work with the 
prevailing view in penal institutions, as described above, is 
almost gratuitous. They have in common only the principle 
that individualization of treatment is essential. They differ 


radically as to what constitutes ‘‘individualization.’’ The 
classification clinic classifies, divides, and subdivides, collects 
data, pools opinions, summarizes them, programizes, and 
‘*places’’ an inmate here or there in the institution, ignoring 
what is most essential—the palpitating tensions and conflicts 
of a befuddled personality and their meanings to the inmate 
during his sentence and their program. 

Of course written records and the various professional 
examinations may aid in administrative efficiency. But the 
classification clinic must play the subordinate réle in case- 
work. What is happening on the psychological and psychi- 
atric levels, rather than in the environmental situation, is 
of greatest significance in understanding the inmate. What- 
ever is of importance in the history of the inmate will, must, 
reveal itself in the relationship between the psychiatric social 
worker and the inmate. The interview is a sounder criterion 
for selecting significant background data than the arbitrary 
rubrics that appear on case-history schedules, which too often 
are devised for the purpose of collecting statistics for the 
state welfare or correction department. 
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Social case-work in prison faces difficulties not presented 
‘‘on the outside.’’ The chief function of most penal institu- 
tions is the safe custody of prisoners. The spirit of ‘‘You’ve 
got what’s comin’ to you’’ prevails in most prisons and re- 
formatories. The inmates have been through the not too 
kindly police-jail-court-reformatory-prison mill one or more 
times. Any one on the prison staff represents the authority 
toward which the venom of the inmate is overtly or covertly 
directed. Yet social case-work is premised upon the volun- 
tary and trusting relationship of the client to the worker. 
The prison social worker, therefore, should ordinarily not be 
required to divulge any information acquired in the course of 
professional duty—and the inmates must know this. 

The large number of prisoners limits the number of clients 
the social worker can treat effectively. The interviews, how- 
ever, can, to start with, be limited to the relatively few in- 
mates who approach the worker of their own accord or to the 
few who can easily be convinced of its desirability. Any one 
who knows prisoners intimately realizes there are a consider- 
able number ready and willing to accept sympathetic assist- 
ance in their conflicts. 

No one knows how to treat penal inmates. The ‘‘repeater’’ 
rate in the United States is, conservatively stated, around 60 
per cent. The best way to find out what to do about it is to 
try various methods. I, for one, believe that dynamic case- 
work is one of the most promising techniques. I am uncom- 
fortably aware of the grim fact that, with all our efforts, the 
basic socio-economic life of Western civilization hamstrings 
the ‘‘rehabilitation’’ of inmates. Nevertheless, there are 
130,000 felons. The problem remaims, What can be done 
within existing structures? This approach is being employed 
with delinquents at the Jewish Board of Guardians in New 
York City and, I understand, with appreciable success. So 
far as I am informed, there is only one such social worker in 
the penal institutions of the United States—in an institution 
in Pennsylvania with 1,100 inmates. Unfortunately his time is 
largely devoted to recording case histories. 

Surprising though it may appear, the problem of selecting 
the extraordinary type of social worker required for this 
work is less difficult than that of getting this point of view of 
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dynamic social case-work accepted by prison administrators. 
Several schools of social work are preparing workers along 
these lines. 

The more progressive wardens and prison-staff members 
with professional training agree that the influence of per- 
sonnel is the most important factor in influencing prisoners. 
The question remains: Will prison officials come around to 
the point of view that the dynamic interview—.e., personal 
relations premised not upon moralizing, but upon specialized _ 
knowledge of psychiatric technique—is one of the most hope- 


ful methods of developing emotional stability and mental 
health? 
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OF NON-ATTENDANCE * 
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New York City 


ver city of New York has a school population of one and 
a quarter million in its public, private, and parochial 
schools. Of this number, from five to ten thousand are classi- 
fied as persistent truants, while from ten to twenty thousand 
more stay at home for unlawful cause, with the consent of 
their parents. If we take New York City as a representative 
sample of the total school population, our inferences are 
likely to be accurate. 

Now of all reported absences in New York City, 60 per-eent 
of the absentees claim that they couldn’t come to school be- 
cause of physical iliness. Furthermore, the number of times 

that illness is claimed as an excuse increases with the age of 
* the absentee; thus it is greater among the ten-year-olds than 
among the nine-year-olds, greater among the twelve-year-olds 
than among the eleven-year-olds, and so on up the scale of 
ages, until the child is no longer of school age and does not 
have to offer excuses in order to stay away from school. From 
the medical point of view, nothing that we know about child- 
hood diseases would lead us to expect such a phenomenon; in 
fact, we should expect the opposite. Clearly, then, the claim- 
ing of illness as an excuse for non-attendance may be an act 
of evasion. So obvious is this fact that the New York State 
Department of Education, in its Rules of Procedures and 
Forms, specifically warns the teacher about it. 

Now if children try in increasing numbers to stay away from 
school, the longer they are in the school system, we are justi- 
fied in believing that there is something about school that 
they don’t-like. This conclusion is not strange to our ears. 
Among our friends and acquaintances are many who are 

*Read at the Delaware Conference on Education and Mental Hygiene, 
Wilmington, Delaware, April 9, 1937. 

608 





IMPLICATIONS OF NON-ATTENDANCE 609 


ready to admit that they heartily disliked going to school. 
As an example of still another age group, some young men of 
the CCC camps recently declared themselves on the subject. 
They said that they hated school, and always Would. Since 
they were in the happy position of being over age, they could 
not be forced to attend classes. 

Why do so many children hate to go to school? It is not 
necessary to build up the importance of this problem by quot- 
ing facts from other fields. Yes, it is true that the average 
age at which crimes of violence are committed is nineteen 
years; that the average age for all crimes is twenty-one years; 
and that most of these young criminals hated to go to school. 
It is also true that adult maladjustment, adult neurosis and 
unhappiness, are frequently derived from the elements of 
early life, of which school forms a large part. But if we try 
to include all these facts, our problem becomes staggering in 
its immensity. The wish for a quick and easy solution will 
trip up the best minds. For example, a recent book on juve- 
nile delinquency states that all children are delinquent at one 
time or another, but that only a few get caught; it is only 
necessary to change the definition of delinquency, and make it 
no longer a punishable offense, and juvenile delinquency will 
disappear. Another school of prevailing thought is that mis- 
conduct in children is caused by parental pampering; Mr. J. 
Edgar Hoover, of the Department of Justice in Washington, 
has ascribed the rise in crime, and the increasing youth of 
criminals, directly to this cause. But the facts show us that 
this simply is not true. At the other extreme, a psychiatrist 
recently accused stern mothers in combination with weak 
fathers. Other psychiatrists speak of brutal fathers, or large 
families, or small families, or no families at all, such as broken 
homes, until it becomes a wonder that any children attend 
school. Finally we have had those who feel that the whole 
system is to blame. You were handed a book on the Russian 
system of education, very badly translated into English—until 
a short time ago the Soviet Government began to call its own 
educational system a lot of bad names and tore it up by the 
roots, and that was that. 

It is obvious that the wish to solve a great problem easily 
and quickly leads to inaccurate thinking, confused definitions, 
and contradictory results. Our specific problem remains: 
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Why do-so many children hate to go to school, and what can 
we do about it? Let us examine the well-thought-out and 
scientific contributions to the subject. 

The Medical Approach.—No one needs to be told that a 
child who is obviously sick does not belong in the classroom. 
He is distracted with suffering, his intelligence is blunted, and 
he cannot pay attention. He is immediately sent home for 
medical care. But what of the child who is sick and does not 
know it and whom we do not recognize as being sick—whose 
strength is being sapped by some hidden focus of infection, 
who is irritable and restless because he lacks an important 
mineral, or whose mind and body are inefficient as the result 
of a glandular imbalance? Such a child cannot do what we 
expect him to do, regardless of how we may drive him. If we 
persist in calling him lazy, instead of calling in a physician, 
it may be some time before his malady is diagnosed. In con- 
sequence, treatment and convalescence may be prolonged 
until the child falls into the habit of being taken care of 
tenderly, with indulgence if he happens to misbehave. When 
he finally returns to school, he faces the discouragement of 
being behind the rest of his classmates. 

Obviously, medical science is immensely important; it is 
distinctly humanitarian, and it is certainly.necessary. And 
yet we ask ourselves: Is this the only insight that we need? 
Many children do not mind coming to school even with vita- 
mine deficiencies and poor eyesight and orthopedic defects. 
And why do so many physically sound children hate to come 
to school? There must be other factors that bear upon our 
problem. 

The Psychiatric Approach.—Child conduct can be analyzed 
in terms of the emotions, such as love, hate, and desire. Badly 
adjusted children are usually found to be emotionally twisted. 
Their desires may be inappropriate to their ages, as when a 
ten-year-old has a deeply rooted wish to be treated like a 
baby; or they may get all mixed up inside—e.g., because 
mother is neglecting them while she attends to the new baby; 
whereupon love for the mother becomes tinged with resent- 
ment and hatred. Accompanying these inappropriate de- 
sires, or these conflicts between love and hate, is a greater or 
less degree of anxiety, of causeless fear. It has been-said 





IMPLICATIONS OF NON-ATTENDANCE 611 


that childhood is the period in which we fear things that can 
never happen. That is as good a definition of childhood 
anxiety as I know. So far as conduct is concerned, a child’s 
anxiety, or fear, may cause him to withdraw in shyness; or it 
may, on the contrary, cause him to overact, to be boisterous 
and badly behaved, in an effort to make a big shot of himself, 
just because he feels so anxious and insecure inside himself. 

If we can find out—and reveal to the child—that what he 
really fears is some inappropriate desire in himself, or some 
conflict that he cannot settle, then he will be rid of his fears. 
He will not then have to withdraw in shyness, or try to make 
a big shot of himself. Very well. 

But then the psychiatrist tells us that not only maladjusted 
children have anxiety, and unconscious impulses and conflicts ; 
everybody has them! Well, if everybody has a nose, then 
having a nose cannot be the only reason for catching a cold. 
There must be other factors. It cannot be the anxiety and 
impulses and conflicts in themselves; it must be the way in, — 
which these forces are handled by the individual. Now the 
manner in which a child handles his impulses is obviously 
restricted; a great deal depends upon what his parents and 
teachers and playmates are willing to put up with. Nobody 
can do just what he wants to do. Of course, he may try; 
children are always trying. But, as we all remember, the 
habits of conduct that children form are restricted and influ- 
enced by grown-ups. At school, the influencing factor is the 
teacher. She may not always succeed, but that we will discuss 
later. 

The Psychological _Approach .—The relationship of psy- 
chology to our problem may be stated as follows: If a chil 
is unable to learn a subject, he is treated as inferior to the 
child who can learn. He is not promoted at the end of the 
term, he may be placed in an ungraded class, or he may be 
called just plain dumb by a conscientious, but exasperated 
teacher. The inference is that a child who is made to feel 
inferior in this way will try to make up for the lack of respect 
for himself. For example, he may pick on children who are 
physically inferior to him; or he may try to evade his inferi- 
ority altogether by staying away from the one place where it 
is most emphasized—namely, school. The psychologist uses 
an intelligence test to measure the child’s learning capacity ; 
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he then tells us what and how much to expect from the child, 
so that we can pitch our expectations accordingly and rate 
the child fairly on the basis of what he is capable of doing. 
The importance of this can be best indicated by a case history. 
Charley was ten years old. Because of failure in arith- 
metic, Charley was repeating 4A for the third time. At least, 
he was supposed to be repeating 4A, but by now he wasn’t 
coming to school any oftener than he could help. He had 
never been left back before he reached the fourth grade. The 
first time it happened he did not like it. When his classmates 
kidded him, he said, ‘‘Oh, I don’t care,’’ but at night he did 
his home work very seriously for the first time in his young 
life. He even asked his mother to help him, but she got exas- 
perated after a while, and Charley felt like an awful fool. 
One night at supper, his mother told Charley’s father about 
it. After that, Charley couldn’t think about arithmetic with- 
out getting all tensed up inside. He flunked again. When 
his playmates teased him about it this time, he went for them 
in a crying rage; whereupon they ganged up on him in true 
boys’ fashion and gave him a beating. He had to play by 
himself after that and found it very lonely sport indeed. 
Fortunately for Charley, a psychologist appeared on the 
scene one day. I don’t know what would have happened to 
the boy if the psychologist had not turned up, for loneliness 
and bitterness and failure were beginning to show their effects 
on him. His school had no child-guidance clinic at the time, 
but a demonstration clinic had come into the neighborhood, 
and the principal of Charley’s school was interested. In 
consequence, group intelligence tests were given, and every- 
body was surprised to find that Charley was really quite 
bright—that is, everybody but Charley was surprised. His 
teacher then took him seriously in hand. She started in on 
arithmetic from the group up. She discovered that Charley 
had never learned the multiples of four and of nine; he had 
learned enough about the other numbers to get by for a 
while, but 4 times 8 was still 34, and 9 times 7 was 66 or 67. 
With a little coaching, Charley came along smartly, was pro- 
moted into a rapid-advancement class, and graduated a half 
term ahead of his former classmates. 
But intelligence by itself is not the whole story. Even when 
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you and I are judging our friends, we usually have the kind- 
ness to think of them in other terms than their intelligence. 
We characterize them as stimulating, or reliable, or spon- 
taneous and enthusiastic; and surely these qualities are as 
important in our choice of friends as their intelligence. A 
child who possesses these qualities will be well liked by his 
classmates and probably by his teachers, too. He may even 
be advanced in grade despite a low intelligence, just because 
he is reliable, spontaneous, or a leader among his classmates. 

Take, for example, Lillian, the valedictorian of the gradu- 
ating class at the age of twelve. Everybody knew that Lillian 
would be chosen as valedictorian, and she was so well liked 
by teachers and pupils both that nobody criticized the selec- 
tion. The school principal called her into his office to announce 
the happy news. Then he said, ‘‘Here is a stanza of William 
Cullen Bryant’s that I should like you to use at the close of 
your address. Read it to me, with expression.’’ He leaned 
back and closed his eyes in pleasant anticipation. Five 
minutes later, the sickening realization came to him that 
Lillian could not read. She had memorized words from the 
first grade on. Unwittingly, her parents and her teachers 
had helped this little deception, for Lillian was so intelligent- 
looking, so eager, and such a natural leader that her occa- 
sional mistakes were easily overlooked. But at graduation 
time, Lillian could not read. 

This type of thing is far more common than is generally 
supposed. Other children with better learning capacities, 
but without Lillian’s gift of salesmanship, may be kept back. 
The use of their actual mental abilities may be blocked and 
may require sympathetic sponsorship in order to be released. 
Once again, this is the teacher’s task. And so we are back 
in the classroom with our problem. 

By now, as you see, the ‘‘non-attendance”’ in the title of 
this paper has become that particular non-attendance which 
grows out of the child’s desire to be somewhere else than in 
school. School to that child is the exemplification of every- 
thing that he does not like. It is one vast chore, without fun 
and without gratification; it is buttressed with discipline that 
at best is uniform and heavy, and at is worst is personal and 
sarcastic; it is a place where success is uneasy, since one 
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cannot be sure of what may suddenly displease the teacher, 
and where failure is always felt at its full weight, like a prison 
sentence, being public in its humiliation and offering only a 
‘sullen craving for revenge as the alternative to tears. 

This child who wants to be somewhere else than in school, 
anywhere else than in school, is a healthy child as we measure 
health. Physically, he is not dulled with infectious toxins, 
nor is he the glandular fat boy who is the butt of all his 
classmates; emotionally, he is not twisted up with anxiety 
and conflicts ; psychologically, he is not a moron. Oh, yes, he 
may complain, if you ask him, that he ‘‘sort of has a head- 
ache’’; if you probe deeper, you may find that he is jealous 
of his baby sister; tested psychologically, he may show traces 
of left-handedness. But observe that same boy in the pres- 
ence of an adult whom he likes: why, he will slave for him, 
and trot around for him, and be as devoted as a dog, and a 
lot more fun than a dog, too, if you take the trouble to observe 
him. A child will do anything for a grown-up whom he likes. 
And the people whom children like are the people who like 

them. 

That in a nutshell is the answer to.our-problem. But if 
you think that is all, I am glad to tell you it is only the begin- 
ning. Any teacher can get a child to like her if she chooses to 
exert herself. As a matter of fact, you can influence the indi- 
vidual child in a number of different ways. You can not only 
get him to like you, but you can reason with him, or coax him, 
or beat the tar out of him, or send him to the psychiatrist; 
and given a certain degree of effort, the behavior of an indi- 
/vidual child can be altered quite easily. The concern of the 

| teacher, however, is not with a single child, but with a number 
of children together. The teacher will do more than miss 
the point if she makes a succession of individual children her 
concern. She will be worn to a frazzle by the unending 
stream. And sooner or later, she will succumb to the errors 
that are inherent in this individual method. She will play 
favorites; she will give more time to the troublesome child 
than to the already peaceful one, and then be forced to placate 
the peaceful one, who suddenly feels deprived and adopts the 
tactics of the troublesome child because it works so well in 
getting the teacher’s attention. Imperceptibly a note of 
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sternness enters the classroom; teacher is becoming pro- 
voked by all this rumpus. Very soon now severity will have 
full sway. The teacher will begin applying restrictions to 
the children which she would certainly resent if they were 
applied to her. No teacher can hope to succeed at that 
method. Let her once, however, learn how to handle children 
‘in groups, and her task becomes efficient and happy. Now 
just how can the teacher bring about gross éffects on large 
numbers of children at a time? How can she successfully 
affect the tone of a group of children? I offer the following 
suggestions: 

1. We do not often analyze the obvious, but I assure you 
that it can be a profitable pursuit. It is common knowledge 
that children admire gangsters, and Mickey Mouse, and Buck 
Jones’ Disintegrator, the most popular toy in America to-day. 
Their activity at these games is a phantasy, but that does not 
make it unreal to them. Cannot their hopes be captured and 
filled with present reality? Year after year, airplanes fly 
higher and faster, trains are being streamlined, electrical 
wonders are designed, and diseases are cured with new chem- 
icals. Year after year, records are broken on the athletic 
field, and by whom? By young people who are animated with 
a zest for breaking records. The art of government is yet 
unsolved, age limits are being proposed, Youth Congresses 
petition the heads of nations. Life has once again become 
boundless, as it has a habit of doing every few centuries. 
Let the children—know-that-thereis room for them in the 
world, plenty of room! Let them know that science is open, 
daring, and free, that records are made only to be broken, 
and that the best is yet to be. Let their school activities be 
as_adventurous and exciting as life itself. 

2..The future awaits its conquerors; the future consists 
mostly of time; give the children their time. As adults, we 
have a sense of time that is different from the sense of time 
in children; we say, ‘‘Time flies,’’ and a child never says that. 
Yet not so long ago, we ourselves were heedless of the passage 
of time, and took delight in colorful things without thinking 
of their impermanence. Now, perhaps, we are a little fright- 
ened at the amount of time that has passed, and therefore 
are a little overconscientious about the time children seem 
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to be wasting. But granted that time is precious, and that 
the moment which has passed can never be recalled, is it 
quite fair to saddle our children with this grim sense? Grim- 
ness and dread come too soon as it is, and need no agents to 
peddle them. 

But, you will ask, how then can we bring up the children 
in the path they should go? And what, I shall answer, is the 
path they should go? Is it not likely that you have some pre- 
conceived notion, and that you are trying to batter the child 
into the shape of your notion, with kindness or force or with 
example, before he has a chance to discover his own natural 
interests? Perhaps that is why we are so often impatient 
’ with children, particularly with those who resist our efforts. 
But physicians are not impatient with a disease that is slow 
to heal; they search for methods that enable nature to find 
its own health. Psychiatrists, too, work in the belief that a 
child has the natural capacity to become happier and more 
efficient than he now is, with the same internal equipment as 
before, and by and large in the same environment. The psy- 
chologist advises us not impatiently to call a child a dumbbell 
who may come back years later to confound us; for if a child 
is not adept at verbal repetitions, he may be able to think 
powerfully in terms of concepts, or if he can do neither, then 
he may be able to think with his hands. The specialists, you 
see, are slow to make a diagnosis, careful in suggesting 
remedies, and patient while waiting for results. The same 
conclusion applies just as well to the classroom. Here is an 
excellent hint for teachers with ready-made preconceptions 
and quick-acting remedies. 

3. To give a child his time means that we should not treat 
him as if he had nothing else in life to do than obey our 
orders and answer our questions. The virtue we call atten- 
tiveness is too often a virtue only because we adults do not 
like to be ignored. We are particularly apt to insist on atten- 
tiveness when we hold official positions. But if a child is 
_ completely attentive toward the teacher, he cannot be atten- 
tive to his own thoughts. He becomes your servant, instead 
of being a potential creator. Of all the expressions that 
children have uttered, none is so rare, and so worthy of 
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being evoked, as the statement, ‘‘Don’t bother me now. I’m 
thinking.”’ 

4, Children will do anything for a grown-up whom they 
like. If they find no one whom they like well enough to follow 
and obey gladly, they may fall into an attitude in which they 
neither like nor dislike, but just do what is ordered. That 
attitude is called docility. There is no doubt at all that 
teachers like docile children. They much prefer them to 
children who are not docile. Now a child is likely to be docile 
in the classroom if his father and mother like their comfort 
too much. Such a child will be so often hushed up and shushed 
and sent to bed without his supper that he will be a model 
of classroom behavior. Of course, if a child does not become 
docile under this handling, he may revolt. The teacher will 
not like him so well as the docile boy, but some folks think 
he is the better of the two. He will fight back with everything 
he has, and it is not much he has to fight with, poor chap, 
but mischief-making and kicking and using bad language, 
with his hand, like Ishmael’s of old, against every man, and 
every man’s hand against him. This child will brashly try 
his strength against yours in the classroom; so may his docile 
brother, though timidly. To lessen the defiance of the one, 
and to build up aggressiveness in the other, let each get away 
with something from time.to time. There will be content- 
ment in your classroom then. And in time to come your two 
charges will not be likely to be found in the clutches of a 
policeman, or, what may be worse, in the camp of a political 
demagogue. 

5. The main duty of a teacher is to teach. She is paid te 
teach. Her children are in the classroom to learn. If the 
business of teaching could be restricted to the furnishing of 
young minds with the material of the curriculum, all would 
be well. But whether we like it or not, the business of teach- 
ing involves a host of human relationships. Children are 
rewarded and punished; they are well-behaved and eager, or 
they are troublesome and dull. The teacher in her turn, as 
the result of the accumulation of the day’s incidents, is 
invigorated and happy, or she is angry and tired, too weary 
for anything else than a hot bath at home. In this latter 
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classroom, where teacher and children are obviously hating 
_ the whole procedure, a simple fact is noticeable. The teacher 
_is trying to coerce her children into a frame of conduct that 
* will enable her to teach, and the children are resisting. I 
want to point out that a young child who is exposed to eight 
years and more of such systematized coercion is very likely 
to lose the fight. But the price at which the teacher’s victory 
is bought may be a dear one._ If you overpower a child in 
the classroom, he will invent a world in which he overcomes 
you: —_ 

Do you remember Booth Tarkington’s Penrod? Pearéd’s 
teacher used to line up the children each morning to comment 
on their neatness, or lack of it, and to pull loose threads from 
off their lapels. Penrod put a spool of thread in his inside 
jacket pocket, and carefully, with a needle, ran the thread 
through so that a piece of it lay invitingly on his lapel. You 
know the rest—how the teacher pulled, and then had to keep 
on pulling until she grew exasperated and sent Penrod home. 

At home, Penrod muttered to himself, ‘‘I’ll show them!’’ 
and the next thing was that he saw himself riding on a large 
black horse, in front of a great crowd of admiring and awed 
people, among whom was his teacher. 

‘‘Stand back,’’ Penrod muttered, ‘‘or I’ll have my horse 
step on your feet.’’ 

The point of this story i is that any child can make a_life 
that you cannot take from him. One’s life is peculiarly one’s 
own when one has invented it. Now if a child can find no 
success or esteem or love in the world as it is, he may use 
the device that was so helpful in the classroom—that of 
inventing his own world. This device can be gravely danger- 
ous. For as the child who resorts to it grows up, if he comes 
to feel that he may fail at something, if things go wrong in 
his immediate world, he is likely to retréat into the safety of 
the self-invented world that we once forced him to create. 
He turns away from reality because it is unpleasant. This 
is the breeding ground for all of the nervous diseases cof 
civilization, and for most, if not all, of adult maladjustment 
and unhappiness. The teacher who conducts a happy cl class- 
room is not merely a good t teacher. She i is performing a great 


service of prevention. = 





CONVALESCENCE 


EDWARD LISS, M.D. 
New York City 


ONVALESCENCE from chronic or acute illness is the 
renascence of an individual. Illness of any prolonged 
duration or great intensity brings in its wake a necessity, not 
only for physical recuperation, but for emotional readjust- 
ment. The more prolonged or the more traumatic the illness, 
the more likely it is that the organism will regress to its early, 
infantile, or essentially physical concerns. One may regard 
it as normal and to a certain extent essential that the invalid 
should be preoccupied with the primitive habits and biological 
functions of food intake, metabolism, and their resultant by- 
products. This period of recuperation is a reliving of the 
individual’s earlier life. The exigencies of the illness bring 
about a necessitous medical preoccupation with these biolog- 
ical phases. This in turn disinters a preoccupation with the 
physical details of existence which the organism inherently 
possesses and uses on such occasions as this as a self-preserva- 
tive technique. 

Whether it be a medical or a surgical experience, certain 
organs or organ systems, or both, occupy for the time being 
the limelight of interest, and the energies of existence are 
focused around these loci. This mobilization of energy is an 
energy-absorbing procedure, depleting in turn other functions 
of the psychobiological organism. The interest in the physi- 
cal self is protean. It may be initiated by a syndrome involv- 
ing an organ system remote from the actual site of the present 
pathology. 

The age of the patient at the time of the illness is a matter 
of special note, because the organism’s degree of regression 
is dependent upon the point of maturation attained. One 
would expect the child of six to revert back to a physical self- 
absorption more quickly than the child of thirteen. Asa rule, 
the components and techniques, the personal habits and cul- 


tural patterns that are the first to go are the elements most 
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recently acquired. The cultural techniques give way first. 
These are the interests that have evolved through social rela- 
tionships at home and in school. Next to go are the social 
relationships, and what is left is the primitive insistence upon 
and interest in food and affection. 

Particularly conducive to regression is any form of instru- 
mentalization, life-preserving as it may be. This traumatiza- 
tion varies in its intensity and implication according to the 
local and general sensitivity of the individual. In those in- 
stances in which, through need, some deprivation or loss of a 
part of the organism is a feature of the illness, the anxiety 
created by the loss is one to which the organism must make a 
special effort to become reconciled. The inherent resiliency 
of the human structure and psyche enables the average indi- 
vidual to proceed, in spite of stress and strain, to health, but 
the dramatic phenomenon in this procedure is overlooked 
because, quite naturally for the time being, the problem is the 
primitive one of physical preservation. None the less, con- 
comitant with the physical aspects of convalescence, there is 
an exposition of the psyche at its function of restoring the 
painfully acquired adjustments to life and of reéstablishing 
a psychobiological equilibrium and entity. 

One may say, then, that convalescence in a short period of 
time recapitulates the individual’s psychic evolution, and in 
that process exposes material of note and importance as to 
the character of the individual. It reveals that individual’s 
capacity to stand up against unfriendly and deleterious im- 
pacts, and the techniques he utilizes in the process. 

This phenomenon is somewhat more understandable if one 
realizes the réles of physician and nurse as parental substi- 
tutes. The parental surrogates assume the rdéles of good or 
bad parental images, depending upon the nature of the spe- 
cific parts they are playing. In those cases, of course, in 
which there is instrumentalization of a more or less traumatic 
nature, no matter how justifiable that instrumentalization may 
be, this element of the sadistic parent has to be absorbed and 
tempered by intellectual awareness of the ultimate good for 
the individual. The primitive reflex reaction of the patient 
is fear. This element of fear can be handled in one of three 
ways. The normal and usual technique is through a process 
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of insight and repression into a constructive activity, health. 
In the second case, because of the comparative overdose of 
fear, there is a pathological repression, with latent anxiety in 
the form of symptoms of hypochondriasis. In the third case, 
flight into neurosis occurs, involving the various manifesta- 
tions of the psychobiological self, referred to as hysterical 
symptoms. Sometimes more profound manifestations are 
present. These categories apply equally to adults and 
children. 

Psychic constitution is as individual as physical constitu- 
tion, and if one understands the physical variations of human 
beings, one can better comprehend the variable psychic re- 
sponses to threats to the individual’s welfare. There is a 
difference in individuals as to the organ systems which give 
way first under undue pressure. The individual response to 
illness (a trauma) is paradoxical. The initial reaction is one 
of anxiety, conscious or unconscious, followed by the syn- 
drome pattern particular to that individual. This pattern 
often masks and blankets the actual pathology present. The 
diagnostician intent upon predominant symptoms may be led 
astray if he is not aware of this ritual-like mobilization of 
defense and offense factors and overlooks the actual site of 
pathology, at times remote from the site of the salient 
symptoms. 

We are, therefore, confronted by at least three physical 
concomitants to illness of an acute nature: (1) an absorption 
in physical self—hypochondriasis; (2) a response in terms of 
specific aspects of the physical self—hysterical syndromes; 
(3) local manifestations of healing at the actual site of pathol- 
ogy. These may be regarded as normal. It is the continuous 
utilization of the first two, after an acute crisis in health and 
when physical repair is complete, that is pathological. 

Thus the organism responds to a loss in three major ways. 
Of course there are combinations of these responses. Any 
loss in certain individuals is an incitement to compensate for 
that loss, and these are the individuals who come through 
illness more mature, provided this compensation is not over- 
done. There is another group which, overwhelmed by the loss 
and conditioned by the temporary immature security which 
the illness has brought them through the infantile relationship 
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to the environment, revert subsequently to this pattern of 
physical symptomatology when reality presses unduly. In 
the latter instance convalescence is incomplete. 

One needs to appreciate this technique in order to bring 
back the organism to the level of maturity from which it has 
regressed during the illness. The emphasis upon physical 
details should lighten and the socialization techniques and 
cultural process appropriate to the age of the individual in 
question should be invoked or brought into play. This par- 
ticular technique has been best understood and applied by the 
modern educator, and one can profit from the experience of 
the nursery, the kindergarten, and the more formal classroom 
in the matter of the methods used to bring about sublimations 
of the elementary biological drives. This entails the reéstab- 
lishment of social relationships and, in and through the appli- 
cation of the arts and crafts and learning processes, health. 
Emphasis upon personal relationships should give way to 
group activities, so that the individual is eased into reality by 
means of those very processes through which he has already 
lived and from which he has regressed. 

Up to the present we have spoken of convalescence in cases 
of comparatively acute physical setback. It holds equally 
true for the chronic invalid, in whom the emphasis upon the 
physical often is apt to be intensified and prolonged, that 
reéducation into reality is a vital part of convalescence as a 
bridge to life when it begins outside of the institution walls. 
Illness beyond a certain duration entails emphasis upon edu- 
cational techniques as much as it does upon the purely physi- 
cal details of therapy, and a vital part of any program for the 
handling of the chronic sick, whether adults or children, 
should be a school for reéducation. 

We have in many ways been utterly unaware of the contri- 
butions, made available to us through educators, of those nice 
techniques which any growing organism, whether it be a child 
or an adult, can utilize. The content may vary. So that 
convalescence, like all physiobiological problems, utilizes 
present knowledge gathered from many fields of activity, and 
no field is more important than that of contemporary 
education. 





BEHAVIOR PROBLEMS ENCOUNTERED 
IN A CAMPING SITUATION * 


HARRY R. MEYERING, Pu.D. 
Teachers College of Kansas City, Kansas City, Missouri 


wr camping is a relatively recent movement in 
America, dating from about 1861, it is peculiar to Amer- 
ican culture, being largely due to the persistence of pioneer 
and military traditions, the large areas of free land, and the 
looseness of family ties. Statistics show that there are from 
3,485 to 5,000 organized camps in America, enrolling an esti- 
mated population of 3,000,000 or more persons per summer, 
and that the number is rapidly increasing. 

A further study of the camping movement reveals the fol- 
lowing facts of interest to educators: a six weeks’ camping 
period is approximately equal, in number of hours, to the 
total time a child spends for an entire year in school; public 
schools are beginning to establish camps in connection with 
their school programs; and universities and clinics, realizing 
the opportunity to control the life situations of non-institu- 
tionalized individuals, are increasingly using the camp for the 
study of behavior disorders,’ and have established over three 
hundred camps devoted to the care of atypical children. 

The camp offers certain advantages over the school and the 
home in the study of boys’ behavior problems. The boys are 
in a new environment which can be controlled to a consider- 
able extent. The camp has supervision of the boy for the 
entire day, and there is apt to be more intimacy between the 
boy and his counselor than is found in many other situations. 

While behavior consists of overt expressions and inward 
responses, and is a function of the situation as well as a, 
release of energy set off by a stimulus, this study attempts 
to analyze only overt forms of undesirable behavior encoun- 

*A summary of a dissertation completed at the University of Michigan under 
the direction of Professors William C. Trow, L. J. Carr, H. Y. McClusky, G. E. 
Meyers, and W. C. Olson. 


1See, for example, The Summer Camp as a Behavior Clinic, by Robert L. 
Amsden. Mentat Hyatens, Vol. 20, pp. 262-68, April, 1936. 
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tered in a camping situation. A behavior problem, as the term 
is used in this study, is any discrepancy between the way a 
child behaves and the demands of his environment that ap- 
peared serious enough for the counselor to record. 

The purpose of the study was to discover (1) what kinds of 
behavior problem emerge in a camping situation in a group 
of children selected by their teachers as having problems in 
school, and (2) whether any relationships exist between these 
problems and age, intelligence, health, socio-economic status, 
emotional status, and problem-tendency scores. It was felt 
that while it is important to study the behavior of children who 
deviate to a marked extent from the normal, it is equally 
important to note the behavior in approximately the same 
situation of children who are described as being of average 
age, intelligence, emotional adjustment, and socio-economic 
background, and as having median problem-tendency scores, 
as determined by standardized measures. 

The data used in the study were obtained from narrative 
daily records, written by camp counselors during an eight 
weeks’ camping period, in the summer of 1935, describing the 
behavior problems of a group of 100 boys in camp, together 
with the office records concerning these same boys gathered 
by the Ann Arbor Boys’ Guidance Bureau. The data contain 
information as to the nature of the camp and of the group, 
including the age, grade placement, intelligence quotient, race, 
health condition, socio-economic status, emotional status, and 
problem-tendency scores of each member of the group. 

The camp in which the experiment was carried on was 
known in 1935 as the University of Michigan Camp for Boys. 
_It was well equipped and was administered by university- 
trained men. It provided a well-rounded program of camp 
crafts and required that each boy work on an average of three 
hours a day. The cost per boy per week was eight dollars and 
fifty cents, and the charge to the boy was dependent upon the 
parents’ ability to pay. 

The boys participating in the program were selected by 
teachers and social workers on the basis of physical, economic, 
social, and emotional needs and in accordance with certain 
regulations laid down by the camp committee. 

The range of ages of these boys was from nine years, one 
month, to fifteen years, eleven months, the average age being 
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eleven years, two months. Fifty-five per cent of the group 
had lived 90 per cent or more of their lives in Ann Arbor. 
Ninety-five per cent of the boys were reported living with 
their parents. One-half of the group were in the fifth and 
sixth grades, the range of grade placement extending from 
grade 2B to grade 9A. One-third of the group were average 
according to the normal age-grade placement of the Ann 
Arbor Schools. The median intelligence quotient for the 
group was 90, as determined by an intelligence test that was 
administered in camp. Only one member of the group was 
a Negro. Fifty-eight of the boys had no vaccination scars, 
17 had genital defects and 36 eye trouble, and 37 were under- 
nourished. 

The median Sims’ socio-economic score for the group was 
13, which was 3.5 points below the norm for Ann Arbor homes 
as determined by administering the questionnaire to a sample 
of 870 Ann Arbor families. 

The median score for the group on the Woodworth- 
Mathews personal-data sheet was 11.5. The mean score of 807 
unselected boys in Ann Arbor was 10.4. Only 15 per cent of 
the group were thought to have significantly high scores. The 
items on which the camp group differed by more than 100 
per cent from an unselected group, together with the per- 
centage differences were: ‘‘Ran away from home’’—225 per 
cent; ‘‘Felt like running away from home’’—115 per cent; 
‘‘Meels as if family didn’t treat him right’’—500 per cent; 
‘*Does not usually feel well and strong’’—100 per cent; ‘‘ Does 
not usually sleep well’’—140 per cent; ‘‘Has idea that he is 
an adopted child’’—133 per cent. 

The median score of the group on Schedule B of the Hag- 
gerty-Olson-Wickman behavior-rating scale was 79.8 when 
rated by the teachers and 74.5 when rated by campus coun- 
selors. The mean score of 437 boys tested by the Ann Arbor 
Boys’ Guidance Bureau was 75.9. On Schedule A of the same 
scale the median score for the group was 27.4 when rated by 
the teachers and 33.1 when rated by camp counselors. The 
mean score of 434 Ann Arbor boys was 24.1. 

The method of studying the counselors’ behavior-record 
logs included a review of previous studies in order to formu- 
late (1) the purpose of making such a study—namely, ‘‘to 
know what undesirable problems arise in a camping situation, 
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so that eventually behavior may be predicted under similar 
conditions’’; (2) a satisfactory definition of an undesirable 
behavior problem, the one used being Olson’s definition of a 
behavior problem as ‘‘a discrepancy between the capacities 
of an individual to adjust himself and the demands of his 
environment’’; and (3) a method of codifying narrative rec- 
ords. An adaptation of the method developed by Blatz and 
Bott was employed to show the kinds of problem experienced 
by each boy and the time at which they appeared. 

Sample quotations from the records, which show how dif- 
ferent problems are described by the counselors, are pre- 
sented below. 


Indifference: ‘‘ July 26—Allan did not care about helping on cabin 
clean-up. He said, ‘Aw, I hope we get less than zero on our rating.’ ’’ 


H.H. 


Defiance of Discipline: ‘‘ August 15—He still hasn’t gotten a haircut, 
despite frequent orders and the willingness of Mrs. Alder to do it free.’’ 
M.B. 


Bullying : ‘‘ July 24—Twice to-day he has gone out of his way to knock 
over games small boys were playing.’’ H.H. 


Unpopularity with children: ‘‘ August 17—He was twice turned down 


by groups of three boys when he asked to accompany them on boat 
rides.’’ 


Infantile behavior: ‘‘ July 24—When I was lying on my bunk and the 
boys were on theirs, he walked up to me and kissed me several times. 
The other boys sneered at him and he said he was trying ‘to get in 
good.’ ’’ H.H. 


Withdrawing: ‘‘ July 14—John often seems to be almost in a daze. 
At meals to-day he had to be spoken to about three times before it would 
dawn on him that he was spoken to. This is not unusual for him.’’ 


M.B. 


Homesickness: ‘‘ August 11—When his mother came, Harry wanted to 
go home. He cried and begged, but his mother wouldn’t take him.’’ 


H.H. 


Disturbing: ‘‘ July 8—Persisted in disturbing during the quiet hour 
and finally cried when C. slapped his pants.’’ 


Miscellaneous: ‘‘ August 1—On the hike, we saw a water snake. He 
asked if he could catch it and I replied yes. He chased it into the water, 
making several dives for it. He finally got it around the middle, the 
snake biting him six times on the hand. He appeared not to eare, but 
was very proud of the capture. Told me later he was afraid of snakes.’’ 

H.H. 
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Temper tantrums: ‘‘ August 14—Was playing ping-pong to-day dur- 
ing cabin-activity period. When I saw him and sent him with the rest 
of the boys, he lost his temper, threw down the paddle, and stomped 
off.’’ H.H. 


Truancy: ‘‘ August 23—Glen was one of the three that went fishing 
to-day instead of helping with the clean-up.’’ 


Enuresis: ‘‘ July 12—To-day while walking along with Walter, I asked 
him if he sometimes wet his bedding—having suspected him. He 
answered that he did not. I then asked him about wetting his clothing. 
He answered that he did. When I asked him why, he said that the J.B. 
(toilet) was too far, especially when he needed to go real badly.’’ 


Lying: ‘‘ August 4—Splashed water on several boys during a boat trip. 
He swore that it was accidental, but I caught him deliberately doing 
°° M.B. 


Selfishness: ‘‘July 15—Parents came out and brought a great deal 
of candy. He didn’t share it with any one except C.’’ , M.B. 


Unnecessary tardiness: ‘‘July 8—Allan was the last one [down to 
exercise]. He took his spank good-naturedly. He realized he had it 
coming.’’ 


Stealing: ‘‘July 30—To-day Wes was accused of stealing a pair of 
socks belonging to Tom. Said he found them in wastebasket. ... When 
Tom claimed them, Wes returned them. This P.M. another pair of 
stockings not belonging to Wes was found in his bag. ‘I never knew 
they were there,’ was his reply to questioning. Sheepishly he returned 
them.’’ 


Carelesaness: ‘‘ August 18—Ross’s mother came to-day and discovered 
that about one-fourth of his clothes were missing. This is a usual 
week-end happening. His clothes are usually strung all over the cabin.’’ 

H.H. 


The records of which the preceding paragraphs are quota- 
tions were read so that categories or classifications could be 
made, and then were reread twice to secure a frequency count 
of the classifications. It was felt that reading the records 
twice would lead to the elimination of some of the subjective 
factors in the evaluation. 

The total number of undesirable behavior problems that 
were recorded of 100 boys during a fifty-three-day camping 
period was 1,370. The range of problems per boy was from 
none to 38. 

The incidence and percentage of behavior problems re- 
corded is given in the following table: 
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INCIDENCE AND PERCENTAGE OF BEHAVIOR PROBLEMS OF 100 BOYS IN CAMP, 
REPORTED BY COUNSELORS, SUMMER 1935 


Percentage of total 
Times reported number of problems 


Type of problem 
IIIS 5 tard 650s eemddonpnauns 180 13.14 
Defiance of discipline.............. 170 12.41 
SN boule. dbl vie tists ee Been nese 149 10.88 
Unpopularity with children......... 124 9.06 
Tntamtile RehawhOes . occ vices cecivsr 85 6.20 
ON  i'n ae os vie wttnis dlitearnie « 71 5.18 
Is ae: 0-20 0s. oe nlcas ed ows 69 5.04 
MEEEEE 6 o's 2 Se caderecdedernces 67 4.89 
PE i Pee 61 4.45 
Pes eNO 60 4.38 
pe PT eee 58 4.24 
ES 5 Sie las 64 ade hawaceeenes 50 3.65 
I aa ot", "> in: saa crapacen wigteh exe hed 42 3.07 
EE Si EG cater e ces teow nee ts 41 2.99 
FRE eerste ae ere 40 2.92 
Unnecessary tardiness. ............ 28 2.04 
Imaginative lying. ............++.. 23 1.68 
DE Ae C640 che see eweeenie oue 22 1.61 
CURD MONER ex: « ic ice cee cneeores’ 12 0.88 
Marked overactivity. ............. 10 0.73 
to! Ae Poe eee ee 5 0.37 
ts EN 5 he 666 00s tetaw hows 2 0.15 
Speech difficulties. ..........+-..++ 1 0.07 








ee eeeececesstcooeceeeves 100.00 


The problems of infantile behavior, withdrawing, homesick- 
ness, disturbing, carelessness, enuresis, and selfishness are 
additional to the list of problems Olson found to be most 
frequent in a group of children in schoolroom situations, or 
are peculiar to a camp situation. It would, therefore, seem 
that it is in dealing with these problems that the camp could 
make distinct contributions to the problem of studying and 
treating behavior problems. The comparatively large per- 
centage of problems of indifference suggests that the camp 
may have been too highly organized, with not enough time 
allowed for the individual to follow his own interests. It may 
be that a child’s interest in camping is somewhat similar to 
that of many adults, who go to camp to rest or to follow an 
informal program. 

A graph of the number of problems that occurred each day 
showed (1) considerable fluctuation from day to day; (2) a 
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higher percentage of problems during the first two weeks 
of the camp period; and (3) a higher percentage of problems 
occurring on Sundays than on week days. A distribution of 
the number of problems that occurred each day gives a mean 
score of 24.7 per day. A study of the days when there were 
more or fewer problems than average recorded failed to show 
that the number of cases was related to such factors as tem- 
perature or the amount of rainfall. The fact that more prob- 
lems occurred on Sundays and at the beginning of the camp 
period suggests that camp directors may well spend addi- 
tional efforts in aiding the boy to become adjusted to the 
camp at the beginning of his stay and to the visiting program 
of the camp. 

A study of the relationships of the total number of problems 
and of each kind of problem recorded in camp to age, intelli- 
gence, health, socio-economic status, personality adjustment, 
and problem-tendency scores was believed to be of value if it 
would help answer the following questions: (1) who should go 
to a certain type of camp (e.g., a camp that claims to do 
delinquency-prevention work should know what kind of group 
is apt to have the most problems to begin with) and (2) what 
curriculum changes a camp should make (e.g., if there is a 
considerable percentage of children who have problems of 
overactivity, should a camp modify its athletic program, 
and so on?) 

The method used to find the relationships included the re- 
cording of each kind of problem of each boy; the transferring 
of this information and supplementary information as to the 
boy’s age, intelligence, and so forth, to individual punched 
cards; and a sorting of the cards to find a total of 822 relation- 
ships, as, for example, what percentage of nine-year-old boys 
who went to camp had problems of homesickness; what per- 
centage of boys who had a high socio-economic status experi- 
enced problems of enuresis; and so forth. 

The following are a few of the interesting relationships 
found in the study: 

Homesickness and infantile behavior appeared more fre- 
quently in the younger groups, and tardiness and temper 
tantrums in the older groups, while indifference, unpopularity 
with other children, and lying were found to be common to 
both the younger and older groups. 
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In the low-intelligence group (I.Q. 60 to 79) problems of 
indifference, defiance of discipline, unpopularity with other 
children, infantile behavior, homesickness, temper tantrums, 
truancy, lying, selfishness, and sex offenses were more preva- 
lent than among the bright group (1.Q. 110 to 129). Bullying, 
enuresis, overactivity, and cheating showed no relation to 
intelligence score. Unnecessary tardiness was more preva- 
lent in the bright group. 

Boys with a physical rating of ‘‘poor’’ had more recorded 
behavior problems of indifference, unpopularity with chil- 
dren, infantile behavior, homesickness, temper tantrums, 
truancy, enuresis, selfishness, tardiness, and overactivity. 
Their more robust companions were more frequently recorded 
as being bullies, disturbers, careless, and defiant of discipline. 

The boys coming from the poorest homes, as determined 
by the use of Sims’ score card for socio-economic status, had 
more problems of imaginative lying, overactivity, cheating, 
and sex offenses. The boys from slightly below average 
homes had more problems of indifference, bullying, unpopu- 
larity, infantile behavior, withdrawing, homesickness, temper 
tantrums, enuresis, lying, selfishness, stealing, and obscenity 
—in short, they had by far a greater variety of problems than 
any other group. Truancy was most prevalent among boys 
from the best homes. 

In the group with higher (more undesirable) scores in 
schoolroom situations, as marked by their teachers on Sched- 
ule A of the Haggerty-Olson-Wickman behavior-rating scale, 
a larger percentage had experienced all the various kinds of 
problem recorded in camp than in the group with lower than 
average scores. Similar results were obtained with Schedule 
B of this scale, although tardiness was more prevalent in the 
group with the lower (more favorable) scores. 

The recording and the analyzing of the behavior problems 
of a particular camp group are of comparatively little value in 
predicting the number and kinds of behavior problems that 
are likely to occur in other camp groups. It is believed, hcw- 
ever, that a careful study of the individual camper’s unde- 
sirable overt actions is a necessary step in understanding the 
adjustments that an ever-increasing army of children are 
called upon to make each summer. 
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Afere: every speech-pathology clinician can testify to 
the fact that a stutterer who has stuttered for any con- 
siderable length of time has not been able to make a very 
wholesome adjustment to life. Whether this situation is the 
result of an innate disposition on the part of the stutterer to 
meet life inadequately, or whether the inadequate adjustment 
has been wrought by indeterminable forces resulting from 
the stuttering, we do not know. In the present state of our 
knowledge, we are inclined to attribute these social defeats to 
the latter cause. Morbidity, hypersensitivity, and deep- 
seated feelings of inferiority might very well be the result of 
certain inadequate psychological reactions to the stuttering. 
For in all probability most stutterers have been victims of a 
type of psychological training which has made it impossible 
for them to become reconciled to the fact of their stuttering. 

Many parents and teachers, well-meaningly, have tried to 
help the stuttering child by suggesting that he speak more 
slowly or repeat his words, and too often have proffered aid by 
taking the words out of his mouth. Or if parents and teachers 
have avoided any mention of the stuttering, the child has read 
into the situation an attitude of shame and embarrassment. 
Such suggestions as ‘‘Stuttering is a habit, and you can break 
it if you try,’’ ‘‘You are too careless with your words,’’ 
‘‘Slow up your thoughts, and you won’t need to talk so 
clumsily,’’ ‘‘Use your will power,”’’ ‘‘It’s all in your mind,”’ 
have had similar disintegrating effects on the stutterer’s 
personality. It is difficult to avoid the development of a fear 
of talking when such methods of aiding the stutterer are 
employed. A sensitive child will almost invariably react to 
his speech difference as a handicap or as a mark of inferiority. 
Sad indeed is the picture of a boy on the playground when 


the other children mock his stuttering. Much as he desires 
631 





632 MENTAL HYGIENE 


security in the group, he fails to get it because he is still 
reacting unfavorably to his stuttering, and this reaction is 
the direct result of the early home training of which I spoke. 
I believe that if his home training had been of a more objec- 
tive nature, such a boy could more easily win the companion- 
ship that he so greatly covets. He could then gain his 
security without fear, shame, or sensitiveness, and most 
important of all, he would have less need for developing un- 
wholesome compensatory reactions for his stuttering. In 
the adult stutterer we find these well-developed reactions so 
ingrained in the personality that one is forced to classify him 
with those in poor mental health. 

In this paper I do not wish to describe in detail the various 
ways in which a parent or teacher might aid a stuttering 
child to a better personality adjustment. But I do desire to 
present some specific suggestions for the handling of the 
stutterer who may be in need of better mental health, in order 
that he may live as a happy stutterer until he is able to take 
full advantage of the neurological treatment essential for 
a complete cure. 

The stuttering spasm, in its initial inception on the speech 
apparatus, is probably of very short duration. Our clinical 
experience with stuttering spasms of adult patients, however, 
indicates that they continue as long as twenty-seven seconds 
in some tonic stutterers. I mean to suggest that when the 
neurological margin essential for the maintenance of good 
speech is small, and the neuro-muscular block occurs, the stut- 
terer’s desire to relieve the spasm so that he can speak is the 
major factor in the continuance of the stuttering spasm. 
Stamping of feet, snapping of fingers, twisting of torso, 
closing of eyes, and numerous other behavior patterns come 
into play as the stutterer makes an effort to force the word 
out. Often the entire body is in a state of hypertension. Pro- 
fuse facial flushing, perspiring, and a general state of ex- 
haustion are the common experiences of a stutterer when 
attempting to express his ideas. These diverse physiologica! 
reactions are included in what Dr. Bluemel* has called ‘‘sec- 
ondary stammering.’’ It is true that they are not so evident 
in the stuttering child as in the adult stutterer. Undoubtedly, 


1See ‘‘Primary and Secondary Stammering,’’ by C. S. Bluemel, M.D. 
Quarterly Journal of Speech, Vol. 18, pp. 187-200, April, 1932. 
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as the stuttering persists and the individual places greater 
value on normal speech, he puts forth increasing effort to 
talk. This is all the more remarkable when we realize the 
comparatively effortless character of so-called normal speech. 
Sabine, Crandall, and MacKenzie have shown in their studies 
that the actual power output in ordinary speech is about two 
ten-millionths of that in a fifty-watt lamp. However, in the 
stutterer, even this increased energy demanded for speech 
seems to flow so irregularly that continuity both of thought 
and of action are oftentimes entirely absent. One does not 
wonder that such thorough exhaustion, combined with the 
psychological defeat in communication, leads to an utter dis- 
gust for recitations and other speaking situations. Such 
tremendous inhibition nearly always reflects itself in some 
impairment of the stutterer’s mental health. 

After the stutterer’s first few experiences in this agonizing 
act of getting words out, he generally becomes unfavorably 
conditioned to speaking situations, and so, whenever he de- 
sires to speak, he is largely dominated by a fear that he will 
not be able to do so. Subsequently the muscle tonus and 
peculiar bodily postures, grimaces, and so forth become auto- 
matically involved in the pattern of speaking. The stutterer 
‘‘oets set’’ for a spasm some time before he actually has one. 
So great is the fear of his spasms, as his failures in speaking 
continue to accumulate, that by trial and error he learns 
devious methods of escaping the stuttering experience that 
means for him psychological defeat. A few of the so-called 
hiding techniques (stutterers call them ‘‘crutches’’) are sub- 
stituting words, phrases, and sounds; interpolating ‘‘Oh, 
well,’’ ‘‘Yes, sir,’’ ‘‘As I was going to say’’; staring off into 
space as if reflecting on the next response; snapping fingers; 
assuming an air of ‘‘bigness’’; and making use of reflexes 
such as coughing, swallowing, and laughing. This latter 
technique is most common. It is an interesting compensation, 
but because of its fictitious nature, it becomes an additional 
burden upon the stutterer’s already artificial personality. 

Thus far I have tried very simply to suggest three phases 
of the stuttering act: (1) the brief period when the central 
nervous system appears to lack power for muscle codrdina- 
tion; (2) the various and diffuse expenditures of energy in 
the attempt to get rid of the neuro-muscular spasm; and 
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(3) the fear of repeating the inescapable experience of stut- 
tering speech. The last becomes the primary phase after the 
first few stuttering experiences. 

I should like to suggest still another phase of this problem, 
one that is perhaps least understood by parents and educa- 
tors. On the whole there is an amazing paucity of insight 
into what I choose to call the ‘‘stuttering personality.’’ 
Teachers everywhere constantly complain of the stutterer’s 
inability to concentrate, his lack of decision, his slow reaction 
in speed tests, his truancy, his unwillingness to appear before 
the class, his profuse blushing, seclusiveness, and general 
nervousness. In the first place, these behaviors, as described 
by teachers and parents alike, are due to inherently disin- 
tegrated nervous patterns. If the importance of this fact 
were fully appreciated by parents and teachers, the com- 
plaints so often sarcastically spoken would not be made. In 
the second place, the asocial and maladaptive behavior of a 
stutterer in a classroom or in the home is sponsored by the 
stutterer’s own concept of himself as a stutterer, as a human 
being different from other individuals because he stutters. 
As Dr. Wendell Johnson has pointed out,’ the stutterer looks 
upon his speech as a physical handicap or as a mark of in- 
feriority. Society, in turn, makes a similar interpretation of 
his difference in speech. A stutterer from childhood cannot 
easily avoid building up an entire ‘‘Gestalt’’ of being a stut- 
terer. He brands himself as such—society at large accepts 
him as such. All his limitations are accentuated, and he 
struggles along desperately, widening his scope of compensa- 
tions, until finally he is forced through years of experience 
to accept the stamp—‘‘a stutterer.’’ From the testimony of 
hundreds of adult persons who have stuttered from childhood, 
one learns that the thought, ‘‘I am a stutterer,’’ is the pre- 
vailing and ever-present thought in their minds. 

In the remaining part of this paper I want to indicate a few 
ways in which the stutterer can be assisted in more adequately 
managing these four aspects of his problem. 

I begin with the last, which I call the first aspect of an adult 

1See The Influence of Stuttering on the Personality, by Wendell Johnson. 


(State University of Iowa Child Welfare Studies, Vol. 5, No. 5.) Iowa City: 
University of Iowa, 1932. 
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stutterer. Dr. Lee Travis,’ as the result of his laboratory 
studies, contends that the speech of a normal speaker and 
that of a stutterer differ only in degree. That is, he found, 
in the records of normal speakers, many of the same action 
current patterns that were present to a more marked degree 
in the records of stutterers. It has been observed by other 
clinicians that so-called good speakers often hesitate in speak- 
ing, and that stutterers, as such, are classified as mild, slight, 
moderate, severe, and very severe. The line between a stut- 
terer and a normal speaker may be as difficult to indicate as 
that between a stable and an unstable personality. Although 
the writer does not agree with this point of view, one might 
be justified, on the basis of these contentions, in developing 
the idea that one cannot rightfully isolate the possessors of 
the more marked disorders of broken rhythm and call them 
stutterers. Were one to adopt this concept, however, in 
clinical procedures, one would undoubtedly find many stut- 
terers more than willing to accept it. But being cognizant of 
the present well-established social sanctions of speech, I am 
inclined to question the efficacy and effectiveness of this type 
of approach. Many of the mental-hygienists who were in the 
field of speech correction years ago will recall their ineffective 
efforts to mitigate a stutterer’s feelings about his speech by 
suggesting directly or indirectly that many great men in his- 
tory stuttered; that to be blind or deaf would be much worse; 
that ‘‘really you folks talk pretty well at times; you don’t 
stutter badly,’? and so on. The fact always remained that the 
stutterer knew only too well the true situation—namely, that 
he stuttered. 

At present I am inclined to believe that as long as society 
at large differentiates this extreme type of broken rhythm as 
stuttering, we can do most for the stutterer’s concept of him- 
self as a ‘‘stuttering personality’’ by beginning our therapy 
with the status quo: ‘*‘You are a stutterer.’’ I believe that 
we can develop in him a better stuttering personality by 
directly emphasizing the fact that he is that type of per- 
sonality. When he understands that his truancy, compensa- 
tions, hypersensitivity, and so forth are the results of his 


1See Speech Pathology, by Lee E. Travis. New York: D. Appleton and Com- 
pany, 1931. 
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successes in running away from the fact that he is a stutterer, 
when he appreciates the fact that he has built up his own 
‘*stuttering self,’’ isolated from others, in terms of his ego 
deflation, he readily awakens to a new perspective of himself 
as a stutterer in relation to others. He reévaluates himself 
in the light of new knowledge and insight. Our clinical ex- 
periences point to the fact that after a stutterer has begun to 
sell himself to society as a real, honest-to-goodness stutterer, 
he gradually readjusts his behavior patterns. He is freed 
from inferiority and morbidity. He discovers for himself 
that a stutterer has as much right to good citizenship as any 
one else. He learns that he need not be a failure in life. He 
can develop likable and effective character traits even though 
his speech is faulty. If clinics did no more than this, they 
would be rendering invaluable services to the disheartened 
stutterers. Furthermore, if parents and teachers grasped the 
full import of this aspect of the stuttering problem, a year’s 
time could be saved for the adult stutterer, who now spends 
from two to four years in speech clinics. 

After one has given the ‘‘stutterer’’ some hope of useful- 
ness, purpose, and character, one can more easily proceed to 
that phase of stuttering related to the fear of talking (the 
second aspect). He is now prepared to extend the objective 
attitude to his neuro-muscular spasms. This part of the 
therapy is practiced before a full-sized mirror. The stutterer 
observes the spasms as they occur, watches analytically the 
facial grimaces, and diligently attempts to imitate them. 
Obviously such practice appears to be tedious. So it is. But 
after a few hours of work, when he has learned what we call 
‘‘voluntary stuttering,’’ he feels well paid for his attempt. 
Continued practice in the mirror, in classes, and before 
strangers in this imitative technique has several wholesome 
benefits. First, it compels the stutterer to eliminate all sub- 
stitutions and ‘‘crutches’’ in his speaking. He learns always 
to employ his natural voice, rate, and rhythm, and becomes 
less and less dependent upon his hands and other parts of 
the body for assistance in speaking. During this voluntary 
stuttering, he does not make use of the residual air in vocali- 
zation. There is a normal exchange of gases in breathing. 
The psychological benefits from this practice are inestimable. 
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The ‘‘fear phase’’ of stuttering is directly attacked, and he 
gets so accustomed to his stuttering that he is willing to ad- 
vertise it to his friends and ultimately to strangers. 

For some months he does all of his speaking in ‘‘volun- 
tary.’’ Recitations carried on in this manner of talking are 
to be more highly recommended than recitations in true stut- 
tering or no recitations at all: I am convinced that every 
teacher who has a stutterer in her care should assist him with 
this phase of the stuttering problem. If he is allowed to 
recite with his involuntary spasms present, he is giving 
exercise to the lower neurological levels, and this will do 
nothing but accentuate the stuttering and thus prolong the 
possibility of a cure. If he does not recite, he experiences 
further inferiority, with which he is already too saturated. 
By adopting voluntary stuttering as a way of reacting, he is 
behaving more like the others than he would be if he were 
stuttering in his accustomed manner. This tends to alleviate 
fear and build courage in its place. 

Besides the already mentioned psychological value, volun- 
tary stuttering performs a number of neurological services 
for the stutterers. Among these are: avoiding dissipation 
of speech energy on the lower levels; exercising the cerebral 
cortex, tending to give speech a cortical representation; and 
permitting a normal exchange of carbon dioxide and oxygen. 

The third aspect of stuttering I have described as the 
specific neuro-muscular blocking, due to the lack of a domi- 
nant center of excitation in one cerebral hemisphere. From 
the standpoint of therapy, one is dealing here with the estab- 
lishment of unilateral sidedness. It is beyond the scope of 
this paper to discuss that aspect of the problem. I refer you 
to Travis! and to Bryngelson? for brief outlined discussions 
of the therapeutic methods employed in its management. 

I shall deal very briefly, in closing, with the fourth aspect 
of the problem. When once the neuro-muscular spasm has 

1 Op. cit. 

2See ‘‘A Method of Stuttering,’’ by Bryng Bryngelson. (Journal of Abnor- 
mal and Social Psychology, Vol. 30, pp. 194-98, July-September, 1935.) See also, 
‘*Sidedness as an Etiological Factor in Stuttering,’’ by Bryng Bryngelson. 


(Pedagogical Seminary and Journal of Genetic Psychology, Vol. 47, pp. 204-17, 
September, 1935.) 





638 MENTAL HYGIENE 


been initiated, the stutterer should be assisted in preventing 
its continuance or prolonging the effort to speak. An effec- 
tive way of avoiding a prolongation of the spasm is, first, for 
the stutterer to maintain the spasm in an easy, effortless 
manner. Second, a brief period of muscular relaxation is 
very helpful in reducing rigidity of the speech muscles, pro- 
vided the stutterer continues to the end of the word pattern 
after the muscular relaxation. Interpolations can also be 
employed effectively provided they are controlled and sug- 
gested by the clinician in charge. Quite often the spasms 
concentrate on muscles not initially involved in the produc- 
tion of the sound the stutterer is desirous of producing. At 
the present time, there is a case in our clinic at Minnesota 
who, when attempting to speak, finds his jaws suddenly sepa- 
rated. He may want to say a word beginning with a bilabial, 
but instead of his lips approximating for an ‘‘m,’’ ‘‘b,’’ or 
‘*p,’’? they form the boundary of a circle three inches in 
diameter. After a period of relaxation, he is able to avoid 
the separating of the jaws, and consequently a spasm, by con- 
centrating on the muscles he must use in the production of 
the sound he wishes to make. We have found, too, that prac- 
tice in the voluntary reproduction of this gaping movement 
tends to further the relaxing process. 

The four aspects of the stuttering problem I have attempted 
to set forth are: (1) the ‘‘stuttering personality’’—the neces- 
sity for the stutterer of thinking of himself as a stutterer in 
a total configuration; (2) the fear of speaking because of the 
inevitable neuro-muscular spasm which he anticipates; (3) the 
neurological act of stuttering in which no speech gradient of 
sufficient steepness is active in one ef +he cerebral hemi- 
spheres; and (4) the excessive effort utilized in breaking the 
spasm so as to realize speech. I have been able to cover only 
a small portion of the therapy relating to these four aspects 
of the stuttering problem, but I hope my remarks have been 
suggestive of ways and means of aiding the stutterer to more 
satisfactory adjustments. Clinics that have voice-recording 
facilities can make audible records of the stutterer’s speech 
and use them further to objectify speech for him. Where 
social service is an adjunct of a clinic, a wide variety of 
exercises for social adaptations in voluntary stuttering can 
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be devised. Stuttering stories can be told and made ap- 
plicable to individual cases. 

On the whole, if one is desirous of helping a stutterer in at 
least the last three of the aspects I have suggested, one should 
perceive as goals a more sportsmanlike attitude, a wholesome 
sense of humor, a daring self-consciousness, and a more sane 
and hopeful philosophy of living. These ends a stutterer can 
best attain for himself, and in turn for others, if he is fortu- 
nate enough to be assisted by one who has already attained a 
more or less satisfactory adjustment to these goals. 
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THe Mentauty Int in America. By Albert Deutsch, with an 
Introduction by William A. White, M.D. New York: Double- 
day, Doran, and Company, 1937. 530 p. 


In the final chapter of this book, its author summarizes his history 
of the treatment of the mentally ill in America as follows: ‘‘We 
have traced their history from the days when they were believed to 
be possessed and elaborate rites of exorcism were performed over 
them to drive out the devils, down through the times when they were 
chained in cages and kennels, whipped regularly at the full of the 
moon, and hanged as witches in New England. We have seen how 
the only public institutions provided for them in early America were 
the almshouses and prisons; how they were sometimes ‘bid off’ as 
paupers on the auction block, like common chattels; how they were ex- 
hibited like animals in a menagerie before crowds who paid admission 
fees in our earliest mental hospital; how our earliest psychiatrists 
drained them of pints of blood in the hope of cooling their fevered 
brains. We have traced the gradual evolution of the modern state 
hospital, and the rise of the state-care system. We have sketched 
the origin and rise of the mental-hygiene movement, and the conse- 
quent raising of standards of care and treatment for mental patients, 
the encouragement of psychiatric research, and the beginning of an 
organized drive toward the prevention of mental disease.’’ 

This summary reveals the character and scope of the work, which 
is the first comprehensive account that has been published of the 
treatment of the mentally ill in America from the earliest days to 
the present time. Considering the magnitude and complexity of 
the task, it has been remarkably well done. The author has evidently 
made a broad and careful study of original sources of information. 
The facts are stated with precision, and are well authenticated by an 
extensive bibliography of source references. There is also a good 
index that adds to the value of the book as a ready reference volume. 
The work is enriched by an Introduction by the late Dr. William A. 
White, in which, with his penetrating wisdom, he summarizes the 
wider and deeper implications, found, he says ‘‘between the lines.”’ 
He urges that the book ‘‘be widely read, for its message is of the 
utmost significance.’’ 

The first thirteen chapters describe in detail the gradual develop- 
ment of organized provision for the mentally ill, from the crude 
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conditions of colonial times to the establishment of the modern state 
hospital. The facts presented are largely those with which most 
students of psychiatry are familiar. Never before, however, have 
they been so well brought together in the form of a full, well- 
connected narrative that follows through the various stages of 
advancement, bringing out the contributing and fashioning in- 
fluences and personalities, in a way that enables the reader to obtain 
a clear understanding of the origin and growth of our present 
conceptions and practices. 

Interspersed with the narrative are three chapters which give an 
account of some of the great personalities whose contributions were 
of special significance and importance. The work and influence of 
Dr. Benjamin Rush, the heroic devotion and remarkable achieve- 
ments of Dorothea L. Dix, and the character and services of a group 
of ‘‘mid-century psychiatrists’? who were the founders of the 
American Psychiatric Association and of the American Journal of 
Psychiatry and the leading spirits in the great institutional develop- 
ment of the middle period of the nineteenth century, are the subjects 
of these chapters. 

A chapter is devoted to the controversies that attended the gradual 
transition from excessive reliance on suppression and restraint in 
the treatment of the mentally ill to the modern methods of active 
medical study and treatment, skilled nursing, and participation in 
wholesome occupations and social activities. A more detailed account 
of the steps and processes by which this transition was actually 
accomplished in the hospitals would have added further interest 
and value to this chapter. 

In Chapter XIV, the author undertakes the difficult task of ex- 
plaining, as well as describing, the enormous expansion of interest 
and activity in the study, treatment, and prevention of mental illness 
which contrasts so strikingly with the former isolation of hospital 
provision and practice. The title of the chapter, Psychiatry Emerges 
from Isolation, and much of the text seem to imply that the change 
was brought about by an extension of interest and service out of the 
hospitals into the community. The author also seems to imply that 
this emergence would have taken place sooner if the superintendents 
of mental hospitals had made an effort to bring it about, or had been 
willing to permit it. The concrete developments described—such as 
after-care, out-patient and social service, and the establishment of 
psychopathic hospitals—were, indeed, outgrowths from the hospitals. 
The superintendents have, in fact, always shown a readiness to pro- 
pose and undertake these and other progressive projects, whenever 
the necessary support in funds and codperation was offered. The 
difficulties and discouragements that attended attempts at arousing 
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interest and establishing practice in the treatment of the mentally 
ill outside the hospitals were, however, greater than any individual 
or small group could cope with successfully. The conceptions and 
standards described in the earlier chapters of this history prevailed, 
as the author is careful to explain, long after more enlightened 
views and practices had succeeded, here and there, in accomplishing 
practical advances; in fact, in some degree and form, they still 
exercise a retarding influence. The physicians in community practice, 
graduates of medical colleges in which the subject of mental illness 
was seldom mentioned, were too indifferent and too ignorant to be 
interested in contributions from mental hospitals. And few of the 
neurologists, even those most critical of the hospitals and their 
superintendents, had much practical knowledge and experience in 
mental illness as met with in the hospitals, however learned they 
might be in the literature and theories. 

It seems doubtful whether the controversies between neurologists 
and psychiatrists in the nineteenth century had as much significance 
and usefulness in bringing about the developments that came long 
afterwards as the author attributes to them. If psychiatric interest 
and practice had continued to be restricted to the psychoses, the 
extension of service from the hospitals would, probably, have oc- 
curred just as it did, but it would have received little attention from 
the general medical profession and the public. It is to the inclusion 
of the neuroses, psychoneuroses, and personality maladjustments 
generally within the sphere of mental illness and psychiatric study 
and practice that the great expansion of psychiatry can be prin- 
cipally attributed. There were many preliminary steps and the 
story is a long one. Charcot, Janet, Morton Prince, Freud, and 
other contributors furnished much of the necessary knowledge and 
techniques. The National Committee for Mental Hygiene and the 
developments it was instrumental in starting, the psychiatric serv- 
ice in the army during the World War, with the opportunities for 
observation and experience afforded to all army physicians, the 
publicity given to psychoanalysis, the growing interest in child 
psychology, in education and delinquency—all contributed to in- 
teresting and informing the public, to establishing practice in mental 
illness in the communities, and to opening the way for the partici- 
pation of hospital physicians which they had long desired. 

The history continues with a chapter on the mental-hygiene mov>- 
ment and its founder, which summarizes the material in Mr. Beers’s 
A Mind That Found Itself and other mental-hygiene literature. It 
contains a brief résumé of Mr. Beers’s story of his illness and ex- 
periences in hospitals, an account of the founding of the National 
Committee, and a review of some of its principal activities and 
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achievements. The author’s sense of the broad sweep of social 
advancement has enabled him to bring out in clear relief the 
changing concepts and methods in social work that opened the way 
to the rapid spread of mental hygiene and psychiatric social service 
in so many fields of welfare work. 

Two chapters are devoted to an historical review of the rise and 
progress of interest in institutional provision for and education of 
the feebleminded, and to the concepts, methods of study, and treat- 
ment and preventive measures that prevail or are advocated at the 
present time. These chapters offer in a few pages a means of quick 
orientation and guidance in this important field. 

The next chapter presents a similar historical review of insanity 
and the criminal law, leading up to a discussion of present views 
and practices. Among the topics discussed are the ‘‘right-and- 
wrong’’ and the ‘‘irresistible-impulse’’ tests, psychiatric expert 
testimony, the hypothetical question, limited responsibility and miti- 
gation of punishment, mental examination of defendants, disposition 
of the criminal insane, place of confinement, release after recovery, 
and habeas corpus. Some of the reforms now proposed are also 
discussed. 

The following chapter is devoted entirely to commitment laws 
and the methods that have been employed since legal procedures 
were adopted in community service for the mentally ill. Society 
did not always demand that confinement of a mentally ill person 
should not be applied in his treatment unless a court order authorized 
it. As late as at the close of the nineteenth century, there were 
confined in the New York state hospitals patients who years before 
had been admitted without any authority except a request from a 
superintendent of the poor. This chapter describes the prevailing 
commitment procedures and the various provisions that have modified 
them and opened the way for confinement with the consent of the 
patient and for medical considerations, with resort to the courts only 
in particular cases in which this is clearly necessary for the protection 
of the interests of the patient, the persons concerned with his con- 
finement, and the public. 

Under the caption, Modern Trends in Institutional Care and 
Treatment, in Chapter XX, the author emphasizes the lack of uni- 
formity in the progress of the treatment of the mentally ill. There 
are, indeed, still many examples of standards and methods that have 
long been discarded in the more progressive states. Even in the 
latter, in fact, provision continues to follow principles and practices 
that bear marks of the concepts and origins out of which they grew. 
The central aim has been ‘‘the care of the insane.’’ The central aim 
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in the future must, as in all medicine, be ‘‘the prevention of mental 
illness.’’ 

In this chapter the author also discusses such topics as the training 
of nurses in hospitals for the mentally ill; individual treatment of 
patients by psychotherapy, occupational therapy, and physiotherapy ; 
the American Psychiatric Association’s schedule of standards; over- 
crowding and understaffing; the political exploitation of hospitals; 
the organization and functions of state departments; the introduc- 
tion of service for children in hospitals for mental illness; the number 
and distribution of mental hospitals; and other subjects of equal 
interest and importance. 

The final chapter is entitled Towards Mental Hygiene. In this 
the author undertakes to give an account of the ‘‘various schools 
in present-day psychiatric theory and practice,’’ which, he says, 
‘*fall into two major methods of approach—the neurological and 
the psychological.’’ Perhaps the designations ‘‘brain spot’’ and 
‘‘mind twist’’ of the late Dr. E. E. Southard are more descriptive 
if less dignified. The more recent developments in chemical and 
pharmaceutical therapy are also described. Other topics discussed 
are endocrinology and mental illness, bodily constitution, nutrition, 
Meyer’s psychobiology and ergasia formulation, recovery ratio, the 
increase of mental disorder, and so forth. In fact, this chapter 
presents much interesting material that has no well-defined relation- 
ship to the rest of the book or to the title of the chapter. This 
simply indicates that the field is too extensive to be fully covered in 
a volume of this size. Wiuiam L. RUvssELL. 

The New York Hospital. 


TREATMENT IN Psycuiatry. By Oskar Diethelm, M.D. New York: 
The Macmillan Company, 1936. 476 p. 

To say that all schools of psychotherapy deal with the same funda- 
mental human problems is trite, yet it is worthy of note that they all 
utilize a number of common principles. In his discussion of various 
psychotherapeutie procedures, Dr. Diethelm points out three funda- 
mental processes that can be distinguished in all psychotherapy: sug- 
gestion, analysis, and reéducation. Various methods utilize one or 
the other of these elements or put varying emphasis on possible com- 
binations. Alfred Adler’s ‘‘individual psychology”’’ is described as 
an analytic treatment that lays considerable stress on reéducation. 
The Freudian psychoanalysis is referred to as an ‘‘analytie proce- 
dure’’ and is described in some detail. Jung, in his ‘‘analytical psy- 
chology,’’ offers in many ways a synthesis of Freud’s and Adler’s 


contributions. Rank’s technique is based upon analysis of the will 
power as the central therapeutic problem. Stekel is described as a 
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proponent of an active psychoanalytic treatment. The ‘‘persuasion’’ 
method as developed by Dubois is considered a valuable adjunct to 
reéducation. Scientific reéducation is considered as best presented by 
A. Kronfeld under the name of ‘‘psychology.’’ 

Dr. Diethelm’s own presentation is based on the psychobiological 
formulation of Dr. Adolf Meyer (with whom he was associated for 
many years), which forms the basis of a dynamic psychiatry. The 
physician, using psychiatrically trained common sense, concerns him- 
self not only with the disease pattern, but also with the personality in 
which it appears. This permits the possibility of observing and creat- 
ing therapeutic opportunities which can be dealt with constructively. 

Dr. Diethelm emphasizes the use of suggestion and hypnosis, dis- 
tributive analysis and synthesis, and reéducation. Treatment, how- 
ever, includes in its scope the soma and the environment. The indi- 
vidual is considered as a psychobiological unit integrated on the 
anatomic, physiological, neurological, and psychobiological levels. 
Personality is the name given to individuation of the highest biologic 
development, the human being. Consciousness is considered as a 
matter of ‘‘more or less.’’ ‘‘Since Leibnitz, many attempts have been 
made to show the existence of unconscious mental functions. This is 
a purely philosophic question, and hypotheses which are based on it 
must be considered problematic. We do not deal with unconscious 
thinking, but with mental functions of which the subject is not aware 
because of his attention being directed elsewhere.’’ 

These concepts and other principal psychobiologic concepts are for- 
mulated in the introduction. ‘‘Psychobiology [defined in Chapter I], 
which is the science of the functions of the personality, emphasizes 
the inseparable unity of structure and functions, of physical and 
mental. The concept of personality as a unit replaces the psycho- 
physical parallelism of Wundt, which postulates that parallel to psy- 
chie phenomena occur physiologic processes, and insists on a division 
of mental and physical. This parallelistic separation has influenced 
the conceptions of most psychiatrists of modern times and has inter- 
fered with therapeutic progress. Through the development of the 
psychobiologie attitude, a dynamic and analytic synthetic approach 
to personality difficulties and disturbances has been made possible, 
and the basis laid for an active and individually modifiable treat- 
ment.’’ 

This book, which, as we have said, is built on the psychobiological 
concept of Adolf Meyer and the psychiatry practiced at the Henry 
Phipps Psychiatrie Clinic, is notable for the absence of a gap between 
theoretical consideration and actual practice. This is reflected in the 
organization of the book. The first six chapters are devoted to the 
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general principles of treatment and an outline of various methods, as 
follows: Chapter I, Study of Personality; Chapter II, Treatment in 
General; Chapter III, Suggestion and Hypnosis; Chapter IV, Psy- 
choanalytic Procedure; Chapter V, Various Psychotherapeutic Pro- 
cedures, including individual psychology (A. Adler), analytical psy- 
chology (C. G. Jung), group analysis (T. Burrow), psychoanalytic 
modifications (O. Rank and W. Stekel), persuasion (P. Dubois), 
reéducation (A. Kronfeld), indirect methods (association experiment, 
Rorschach’s test); Chapter VI, Distributive Analysis and Synthesis. 

The remaining eleven chapters are to be approached on the basis 
of the concepts developed and discussed in the first six. These remain- 
ing chapters are listed here because they give some idea of the scope 
of the material and the method of approach: Chapter VII, Ezcite- 
ments; Chapter VIII, Depressions; Chapter LX, Schizophrenic Reac- 
tions; Chapter X, Paranoid and Paranoic Reactions; Chapter X1, 
Delirious and Toxic Reactions; Chapter XII, Organic Psychoses; 
Chapter XIII, Epilepsy ; Chapter XIV, Psychoneuroses; Chapter XV, 
Stuttering, Tics, Occupational Neuroses, Compensation Reactions, 
Psychopathic Personalities; Chapter XVI, Sexual Difficulties; Chap- 
ter XVII, Alcoholism, Drug Addiction. 

Of especial interest is a series of some forty-five case histories scat- 
tered throughout the book. These are notable in many ways. For 
example, in most instances the patient has been followed through a 
sufficient period of time more than to establish the validity of the 
formulations made and the therapeutic procedures utilized. These 
ease histories also serve to amplify the basic concepts developed in 
the first six chapters and the use of therapeutic tools. 

Each chapter is followed by a bibliography which, though usually 
brief, gives suggestions as to the further development of topics out- 
lined or insufficiently developed. This type of bibliography, which 
has been carefully selected, has many obvious advantages over the 
exhaustive, unselected lists sometimes given. 

The emphasis placed on hypnosis as a psychotherapeutic measure 
will undoubtedly be a point for some debate. The books of G. Flatau 
and A. H. Forel are given in the bibliography as references. Many 
will raise the question whether an extensive use of hypnosis is justi- 
fied by actual results in clinical work. At the same time it may be 
that, with a better selection of cases and more skillful use of hypnosis, 
Dr. Diethelm has performed a real service in advocating a method that 
has tended to fall into disuse and disrepute. 

The author considers reéducation an important therapeutic measure 
and refers to it repeatedly. He defines it as ‘‘a medical procedure 
which influences the patient’s habits of thinking, acting, and emo- 
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tional control. It includes the establishing of a healthy life routine 
with a balance of work and recreation. It is our goal to achieve 
reéducation primarily through the patient’s increasing understanding 
of himself, but this alone is frequently insufficient and constructive 
suggestions must be offered. This leads to self-restraint and self- 
reliance, with adjustment to life situations and to the necessity for 
fitting into the group.”’ 

It is interesting to note that though reéducation is a major feature 
of Dr. Diethelm’s therapy, it is not discussed in a separate chapter. 
A. Kronfeld’s book, Psychotherapie, Charakterlehre, Psychoanalyse, 
Hypnose, Psychagogik (Berlin: J. Springer, 1924), would not 
appear to meet this need. Dr. Diethelm’s outline of Kronfeld’s work 
is too brief to be of use. It might be noted at this point that reéduca- 
tion as developed by Dr. Austen Fox Riggs in his papers and books 
meets this need by facing and dealing with this difficult problem 
adequately. 

‘*Distributive analysis and synthesis’’ and its usefulness is demon- 
strated throughout the book. The goal of treatment is a synthesis of 
the various factors and strivings that make for the patient’s security. 
‘*Every analysis should leud to synthesis, and after each consultation, 
physician and patient should be able to formulate what has been 
obtained from the analysis and how it can be used constructively.”’ 
‘‘The patient’s complaints are seriously investigated. They are never 
minimized, but are reduced to their actual value by a careful formu- 
lation. This formulation should, of course, take into consideration 
the patient’s capacity for understanding at the time.’’ 

The basis for treatment is the understanding of the patient’s per- 
sonality. The following subdivisions can be used from a practical 
point of view in. the distributive analysis and synthesis: (1) intellec- 
tual resources; (2) emotional tendencies and temperament; (3) voli- 
tional and action tendencies, interests, and strivings; (4) standards; 
(5) attitude to one’s body and to the instinctive desires; (6) attitude 
to material needs; (7) attitude to one’s self and ability to deal with 
one’s self; (8) social needs and adjustment to the group; (9) assets 
and handicaps and personality of synthesis. 

It is not necessary to describe in detail the clinical chapters. They 
have been developed over a long period by study, together with re- 
peated testing in lecturing, teaching, and practice with both major 
and minor personality problems. The time-honored outline of ‘‘defi- 
nition,’’ ‘‘etiology,’’ ‘‘pathology,’’ and so forth is discarded and in 
its place the most efficient organization of carefully sifted facts in 
the individual subject is utilized. Salient features are not submerged 
in a mass of irrelevant material, yet careful reading is necessary, 
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because of condensation and the elimination of every unnecessary 
word. These chapters stand the rigid tests of theoretical soundness 
and clinical usefulness. 

Treatment in Psychiatry, dealing as it does with the whole range 
of therapeutic possibilities, is highly recommended as an outstanding 
and unique contribution to psychiatric practice and literature. Both 
the teacher and the practicing physician will find the book a valuable 
ally. 

Harowp F.. Corson. 

Stockbridge, Massachusetts. 


An InrropuctTion To PsycHoLogicaL Mepicine. By R. G. Gordon, 
M.D., N. G. Harris, M.D., and J. R. Rees, M.D. London: Oxford 
University Press, 1936. 396 p. 

The group associated with what was formerly known as the Tavis- 
tock Square Clinic, now designated The Institute of Medical Psy- 
chology, has been a decidedly active one from the first. Through 
sheer industry, courage, and intellectual honesty, they brought their 
institution from the most humble beginnings to its present state of 
well-merited recognition. Looking from the outside, one feels little 
hesitation in designating the institution as certainly one of the most, 
if not the most, dynamic and useful organization devoted to psycho- 
logical medicine in Great Britain. Through the years, an immense 
amount of clinical work has been done and the members of the staff 
have generously contributed to current medical literature. And, 
throughout, their productions have been of a practical, well-balanced 
character with little evident tendency to uncritical attachment to any 
one school of psychological thought—rather, a sincere attempt to 
choose wisely and carefully. 4 

Now they propose to render a service to medical education by pro- 
viding a short, concise introduction to psychological medicine designed 
primarily for the use of medical students. Stimulated by the growing 
interest in and demand for more and better training in psychological 
medicine and by real dissatisfaction with the methods of the recent 
past and present, they have attempted a logically arranged text deal- 
ing in turn with psychobiology, psychopathology, and psychoneuroses, 
the psychoses, and mental deficiency, and the pleasing thing is the 
degree to which they have succeeded. 

They do not pretend to cover the respective sections in detail—thai 
they are aiming at an introduction seems to have been kept in mind 
throughout. Supplemented as they intend it should be by a not too 
extensive course of lectures, the book should very well serve the 
purpose for which it is intended. 
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There is no need to make a detailed analysis of the various sections. 
All are good, although the first—that devoted to a survey of psy- 
chology in relation to psychological medicine—is somewhat. less satis- 
fying than the others. No fault can be found with the material. It 
is in the arrangement that one notes something less than the direct, 
smooth flow that characterizes the other divisions. Sections II and 
III, devoted to psychopathology and psychoneuroses, ought to do a 
great deal toward establishing a balanced view in students whose 
minds have sustained a heavy assault from the materialistic factors 
in medical attitudes and teaching. The sections on psychosis and 
mental deficiency are well-arranged presentations remarkably free 
from useless material. The plain, straightforward account of the 
various clinical entities will ride well with the practical experience 
of the student. The suggestions regarding treatment are practical 
and free from promises that are likely to end in dissatisfaction. But 
hydrotherapy is scarcely given its due, and one would hesitate to 
support the advice on page 247 for a bath as hot as can be borne by 
the patient. Many of the medicinal agents advised are frankly pro- 
prietary. The only arsenical preparation mentioned for the treatment 
of neurosyphilis is neokharsivan—an excellent brand of neoarsphen- 
amine, but not available in Canada and perhaps not in the United 
States. No mention is made of tryparsamide, the undoubted merits of 
which call for recognition. 

The subsections describing legal mechanisms relating to the psy- 
choses and mental deficiency deal with British procedures and are of 
little practical value outside of Great Britain. 

These criticisms relate to comparatively small things. The original 
purpose of the book is laudable. The outcome is a sound, well- 
arranged, and acceptable text for students and those general prac- 
titioners who desire to revive and bring up to date their knowledge 
of psychological medicine. 

A. T. MaruHenrs. 

Psychopathic Hospital, Winnipeg, Canada. 


AMERICAN MepicINE—Expert TESTIMONY Out oF CourT. New 
York: The American Foundation, 1937. 2 vols. 1,435 p. 

These two very readable volumes reveal that 2,100 experienced 
physicians, operating in the front line in the fight against disease 
in the United States, were subjected to a barrage of stimulating 
emanations from Esther Everett Lape, a non-medical catalytic 
genius with a gift for extracting opinions from the habitually 
reticent souls of medical men. These doctors were asked whether 
their fight is being conducted according to the best strategy ; whether 
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the right objectives are being sought; whether they could suggest 
better ways of conducting the campaign; and whether they would 
be glad to continue the fight should those newer methods be adopted. 

The two volumes under review do not propose any particular 
method for the solution of these problems, do not seek to prove 
any point. They simply ask a lot of questions and present the 
reader with the replies. 

Long before Socrates, and very long before the modern profes- 
sorial questionnaire, a Chinese sage discovered that ‘‘you can floor 
an opponent better with questions than with your fist.’’ Argument 
incites to rebutting dialectic; a question, to unbiased thought. The 
American Foundation has left the minds of the readers of their 
report bristling with questions which, for the present, leave every 
answer and theory open to debate. But the stimulation, once applied, 
will continue cumulatively to arouse our minds until satisfactory 
answers shall have been found. 

There are very few smug, self-satisfied replies from the physicians 
represented in these volumes. Most of them admit that something 
ought to be done. Most of them show the spirit of good sports who 
are willing to take up with a better method of medical administra- 
tion, but they are not going to take it up too suddenly. They want 
to get a lot of questions properly answered first. 

What is adequate medical treatment? This is a fundamental 
problem. One is glad to note how many physicians have given up 
the old idea that a physician’s function is merely to cure disease. 
Many show clear realization that physicians have a yet larger con- 
cern in preventing disease. A few choice souls apparently realize 
that a still higher function is being delimited for medical science— 
that of bringing human beings as biological organisms, possessed of 
vegetative and psychic functions, up to the highest level of efficiency, 
and, some even dare to hope, to the highest level of happiness also. 
These objectives are proposed even for a population one-third of 
which cannot get enough food and proper shelter. 

Now, with such objectives set for medical science, what are some 
of the obstacles to their attainment, as defined by these questions 
and answers? A few samples will suffice for the present review. 
These will doubtless incite most readers to secure the whole report 
and to work out solutions for themselves. 

Do physicians as a group charge too much? Is the method of 
arranging the fee to fit the purse commendable? If society cuts 
down the financial rewards of medical practice, will men of the 
proper caliber continue to enter this field? Would carpenters, 
lawyers, merchants, or politicians do the same amount of work, or 
work under the same trying conditions, for the same financial 
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remuneration? And, at present, are the carpenters and others doing 
an equal amount of work without remuneration, purely from love 
of humanity ? 

Does hospital care cost more than it should? Outside of the 
physician’s care, do the various levels of hospital service cost more 
than the corresponding hotel conveniences? When we consider the 
special diets, the nurses and attendants, and the special material 
equipment demanded of hospitals, can the bill for these items be 
reduced? If not, can the people pay for these services? Dis- 
tributed over the whole population, they could easily be borne. But 
8 per cent of the population annually ineurs 40 per cent of the 
total cost, and the 8 per cent includes many of the poorest. The 
correspondents suggest various remedies. For instance, if the cost 
of luxurious rooms, special nurses, and constant personal attention 
is too high for the average patient, can he not find safe and satisfac- 
tory hospital care, including physicians’ services, at the middle 
level, with simpler arrangements and possibly the sharing of a room 
with one or two other patients? Failing that, is it humiliating for 
a poor patient to accept the care and services of a public ward? 

Who is to pay for adequate medical service? If it is accepted that 
the cost of hospital care and the services of a physician actually 
cannot be lowered, and that some one must pay the bill, the question 
is, Who is to pay it? In the past the patient paid it, or appealed 
to the doctor’s pity and got it for nothing. Is it true that under 
present social conditions the poor patient has been brought to feel 
that he has a right to the doctor’s time and talent, and that he 
properly feels abused if the doctor refuses to donate his services? 
Many feel that the local community must supply funds and organi- 
zation whenever possible. Can the federal government or the state 
government organize these services for the poor without the de- 
moralization of polities? If modeled after the army or navy medical 
services, or the government public-health service, would the organiza- 
tion be efficient and would the people approve of it? 

Individuals can’t provide against the risks of fire, so mutual in- 
surance methods are utilized to spread the risk. The principle is 
unquestionably applicable. But if a man fails to insure in advance 
and then gets sick, shall we allow him to die uncared for? Can 
actuaries classify the degrees of risk, and thus assign the premiums? 
How rate the chronic invalid and the neurotic? Shall health insur- 
ance be compulsory? Shall the state pay the premiums for the 
indigent ? 

The basis of our feeling of obligation to provide medical treat- 
ment for the people is thoughtfully discussed. We take it as a duty 
to supply education, opportunities for recreation, public libraries, 
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pure water, and police protection. We do not supply automobiles, 
clothes, or entertainment. But the feeling is deep set in us that 
the people must not starve, must not be unnecessarily exposed to 
contagious disease, and must not sicken and die from lack of medical 
eare. Only a few physicians in the volumes under review deny this 
obligation, and their bark is probably harsher than their bite. The 
only problem left is, How assume this obligation without pampering 
patients and encouraging fraud? 

Is the matter of the personal relations between doctor and patient 
important? Is it essential that every patient select a doctor whom 
he finds personally acceptable? Can public medical officers be 
trained, and can they be allowed the time, to give the degree of 
intimate personal attention to patients and their families that so 
many expect? Can doctors and patients be brought to grasp the 
difference between sympathy combined with brevity and efficiency, 
on the one hand, and time-wasting hand-holding and aimless conver- 
sation, on the other? 

What about specialization? One man can’t be proficient through- 
out the whole field. Specialization is necessary, inevitable. The more 
expert, the more is a physician in demand. A point then is reached 
at which he must limit his clientele. He does this through higher 
fees or strict limitation to appointments. But how keep the inexpert 
from proclaiming themselves specialists? Examining boards are the 
present selective agencies. Does specialization cost patients more in 
the end? No, for an expert at one visit gives service for which a 
general practitioner may require ten visits—and then possibly fail 
to cure. 

Among the necessary specialists are psychiatrists. Modern medi- 
cine realizes that deranged emotional action underlies a considerable 
part of the disorders with which people suffer. These cannot be 
diagnosed in brief interviews or by prompt laboratory methods. To 
treat emotional disorders and the more deeply seated mental dis- 
eases adequately calls for more physicians than are now available. 
The report indicates a concurrence of opinion as to the special 
training in medical colleges necessary to prepare physicians for this, 
their highest function. 

Most of the correspondents agree that both the number of phy- 
sicians and their quality should be raised. If all of the mistakes 
from careless diagnosis, from unnecessary surgical operations, from 
placebo treatment, and from the unnecessary prolongation of treat- 
ments could be stopped, a vast saving in the total expense of treat- 
ment would be effected with no sacrifice of adequacy. 

The wastefulness of the general public, both rich and poor, in 
throwing away money for the frills of life, their love of comfort 
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and luxury, and especially their expenditures for futile forms of 
medical treatment, lead many physicians to doubt the alleged in- 
ability to pay doctors’ bills. They suggest that if those follies were 
stopped and the funds diverted to adequate scientific medical care, 
the financial side of the problem would be solved. Do these same 
patients spend their money more willingly for stylish living 
quarters, clothes, automobiles, lavish funerals, and other luxuries, 
or even for quack doctors and quack medicine? Is it true that the 
amount of money spent in the United States for liquor, confectionery, 
tobacco, and movies would support double the present number of 
physicians and all hospitals? 

Quality is the factor upon which many thoughtful correspondents 
laid the chief emphasis. Some soul-searching questions are asked. 
For instance: Are all physicians, even those graduated from the 
best medical schools, excellent and honest? If all the physicians at 
present practicing in the United States were up to the standards 
set by the top 20 per cent, would the country need others? And if 
patients had always found the highest integrity and scientific 
ability in their medical advisers, would the public run to cultists and 
drug-store clerks for treatment? 

Lack of integrity in some doctors was bemoaned as a great and 
sore evil. One good physician, sick at heart, advocates the abandon- 
ment of private practice entirely. Others say that state medicine, 
inevitably mixed with politics, will produce still greater dishonesty. 

Does the public prefer quackery? An unhappy realization was 
expressed that at present the general public does not desire what 
physicians know to be the best medical treatment. People in general 
like doctors who are plausible; they judge of the physician’s 
efficiency by the shape of his hands, the style of his car, and his 
newspaper notoriety. A searching diagnosis by an expert physician, 
and his verdict that a gay life, rich food, and too many cocktails are 
the cause of the disease and must be eliminated, are apt to lead the 
patient to abandon him and apply to a ‘‘more sympathetic’’ phy- 
sician. People insist upon anodynes for their pain and sleeping 
powders for their insomnia. The conscientious doctor, who limits 
his visits to the number necessary for the particular illness, is said 
to be neglecting his patient. So the question arises in the minds of 
many physicians quoted in the report whether the masses of the 
people would accept adequate medical care if government or 
philanthropy offered it to them. 

Is it the fault of physicians, some wonder, that pilgrims flock to 
the foot-twisting enthusiast, to the goat-gland grafter, and to other 
quacks? Cultists and their victims answer our arguments with the 
charge that we are merely trying to uphold a medical monopoly and 
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to undermine the standing of real philanthropists and discoverers of 
nature’s secrets. Could our educators and newspapers grasp this 
problem and come to the aid of medical science in an educational 
campaign ? 

What is the general trend of opinion? Most readers of this report 
will perhaps feel that the contributors are ready to recommend a 
cautious increase in state control of medical practice, particularly at 
the fountain head—that is, the education and licensing of physicians. 
But the dominant control must be through the medical profession 
and not by politicians. More tax funds must be used, but rigorous 
distinction must be made between the really indigent and parasites. 
The source and the distribution of tax funds must be kept as nearly 
local as conditions warrant. 

Public-health organization and laboratory services under state 
control must be widened and strengthened. A federal health de- 
partment will be good if its efforts codrdinate state organizations, 
educate, inspire, and meet emergencies beyond the resources of the 
states. Public funds may well be used to supply or to help to 
support hospitals and clinics, but the distribution of such subsidized 
centers must be determined by need and not in response to local 
fancies. 

Given private practitioners of ability, honesty, and human kind- 
ness, they will, as always, be the fundamental constant in adequate 
medical service for the nation. Around them, guided by them and 
supplementing their efforts, these special organizations will develop. 

ANDREW H. Woops. 
Psychopathic Hospital, State University of Iowa, Iowa City. 


THe EXPLORATION OF THE INNER Worup. By Anton T. Boisen. 
Chicago: Willett, Clark, and Company, 1936. 316 p. 

There have been a number of books on mental disease by persons 
without medical or psychiatric training. In particular, there have 
been a number of attempts to find some relationship between the 
experiences of the mentally ill and those of the followers of various 
religious cults. Some of these works, like James’s Varieties of 
Religious Experience, have been most helpful, others are of little 
value. The present book is of value for the following reasons: 

The author is himself a Protestant minister. He himself went 
through a mental illness, some of the details of which he reveals in 
the book. After this, he worked in various clinics, such as that at 
the Boston Psychopathic Hospital, taking up seriously the study 
of the problem of mental disease in relation to religion. Later he 
became chaplain to the Worcester State Hospital and there instituted 








BOOK REVIEWS 655 


a type of training for theological students which has been highly 
commended. With this background in mind, one picks up the book 
with a good deal of interest to see what he has to contribute. 

The book can fairly be said to be the result of the author’s experi- 
ences and to represent his individual conclusions. It is an attempt 
to find a religious interpretation of mental disease. Whether or not 
one agrees with the conclusions, one cannot but be struck with the 
sincerity and the objective approach evident throughout. The criti- 
eisms of psychiatry and of psychiatrists are all expressed with 
restraint and with an attitude of fairness. The attitude toward 
religion is also fair. The author does not hesitate to criticize religion 
as it exists and to point out what he feels to be its defects. He strives 
to understand the experiences of various religious leaders and of 
patients with mental disorders, and finally achieves a formula that 
is to him satisfactory. Essentially it is this: Religion is a satis- 
factory, and mental disease an unsatisfactory, solution to the con- 
flicts of life. 

The reviewer heartily recommends this book to psychiatrists for 
what it is—an exploration by the author into the problem of mental 
disease. The angle of approach is somewhat different from that 
usually encountered. The author’s values are different from those 
of the average psychiatrist, but in general the book is sympathetic 
to the point of view of modern psychiatry. 

Kart M. Bowman. 

Bellevue Hospital, New York City. 


A Stupy or OnE Hunprep CASES FROM THE PRESBYTERIAN HOSPITAL 
IN THE City oF NEw York. By Janet Thornton and Marjorie 
Strauss Knauth, M.D. New York: Columbia University Press, 
1937. 411 p. 

Is there a direct relationship between unfavorable living arrange- 
ments and ill health, between social disorders and disability? This 
study—one feels that Miss Thornton speaks truly in stating that it is 
‘fas discriminating and accurate as we could make it’’—allows the 
author to reaffirm the generally accepted belief that such a relation- 
ship exists. What makes the book attention-arresting is not the fact 
that it is the joint product of a social worker and a doctor who are 
colleagues in a medical institution and who have at their disposal 
elaborate data regarding selected patients obtained by other well- 
qualified social workers and doctors—for collaboration of this nature 
is not new. Its claim to distinction lies in its painstaking analysis of 
the ‘‘adverse social factors associated with individual problems of ill 
health’’ in each of the residual fifty-four cases handled and of the 
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‘‘measures undertaken to remedy’’ those same unfavorable factors. 
The author’s ‘‘scheme of reference’’ enables her to demonstrate the 
high quality of the social case-work done. It is obvious that this case- 
work was based on a knowledge of what the medical study revealed, 
as well as on that adequate comprehension of primary social and 
economic needs and behavior motivations which we like to think is 
included in the kit of the present-day professional social worker. 

Owing to the imaginative insight that went into its creation and its 
exact terminology, Miss Thornton’s scheme of reference may well 
prove a useful tool in all fields of social case-work. In the approach 
we are now witnessing toward some measure of standardization in 
these fields, weleome should be accorded such phrases as ‘‘ undue effort 
to earn subsistence,’’ ‘‘habits making difficult the endurance of dis- 
ability,’’ ‘‘helping the patient to utilize available resources,’’ ‘‘influ- 
encing the patient’s choices,’’ and so on. 

As the title of the book indicates, the author considers the social 
worker in the hospital primarily concerned, as is the doctor, with the 
effectiveness of the medical care of the patient. The one enables the 
patient to secure and benefit by what the other prescribes. On every 
page is evident the fusion in thinking of representatives of two pro- 
fessions who, the author believes, must unite in solving a medical 
social problem. To tamp down this idea, she includes, as Appendix 
I, medical abstracts of each of the one hundred cases on which the 
study is based, and as Appendix IT, a case known to the hospital for 
a three-year period (one of the fifty-four cases handled) as it is 
recorded by both the medical and the social practitioners. We have 
the medical summary, the copy of the social worker’s day-by-day 
notes, and the social worker’s study as prepared for inclusion in the 
medical record. 

In a book that will be read by many social workers, both inside and 
outside professional schools, one rejoices in the scientific attitude 
revealed in such concepts as poorly regulated expenditure of energy, 
and disability as distinct from specific disease or malformation. The 
extent of the latter is dependent, at least partially, the author believes, 
upon the patient’s own habits of adjustment. Worthy of acclaim 
also is the conjunction of the terms ‘‘competent’’ and ‘‘invalid.’’ 

Miss Thornton’s contention that the medical practitioner should be 
responsible, as a regular procedure, not only for discovering, but for 
controlling or directing control of social factors, expressed as depriva- 
tions, strains, and dissatisfactions, is a vulnerable one. Not all will 
agree with her logic that, because some social factors have disabling 
physiological effects, they constitute ‘‘part of the medical problem 
which he [the medical practitioner] undertakes to solve.’’ They are 
part of the community’s problem, certainly, which, if unsolved, will 
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render much of the doctor’s effort futile. But why load so heavy a 
burden, for which his professional education has prepared him only 
indirectly and incompletely, on the doctor’s shoulders? Better, many 
will believe, that the ultimate responsibility rest with the community’s 
social-welfare institutions and agencies, public and private, and with 
the profession of social work, all of which exist primarily to study the 
human experiences which the author classifies as ‘‘social factors and 
remedial measures,’’ and to take some leadership in necessary action. 
(Fortunately one can assume that, at least until the community has 
the insight to recognize its own stake in social-service departments, a 
limited number will continue to be financed, as some of the best are 
to-day, as integral parts of medical teaching centers, for the advance- 
ment of the medical profession. This purpose obviously does not 
lessen the benefit the community receives from the social case-work 
done. ) 

Since a more or less rigid line is now drawn between most health 
and welfare activities, and the public apportions certain funds, either 
taxes or gifts, to one or the other, rather than to the two in combina- 
tion, are we not confusing the issue by considering the medical insti- 
tution the door through which the populace is to enter the land of 
approximate plenty? To carry this idea to its logical conclusion, let 
us imagine a city in which hospital and clinic care implies the pro- 
vision of those things necessary to healthful living. Would the city 
fathers be able for long to exclude any of its citizens from the category 
of constant patients? Surely it would be no wise citizen who, finding 
his burden wearisome, failed to present himself to a physician, if 
physicians as a group were obligated to see that his manner of living 
was so modified that he could function at his best. Since all men 
arrive in the world as babies and leave, after more or less experience 
with limited health, through the exit marked death, who can consider 
himself outside the range of the doctor’s helping hand? 

A corollary to the idea of medical responsibility for social change 
in the life of the individual patients is that of separation of those 
social factors which bear directly upon the physical condition for 
which the patient is undergoing treatment and those which coexist 
with the condition, but have no causative relationship to it. For only 
the former factors would the medical practitioner, and the social 
worker under his direction, be responsible. To illustrate her point, 
the author chooses, as Demonstration I, a Negro suffering from ecatar- 
rhal jaundice and acute follicular tonsillitis, who was found to be 
syphilitic. He refused the needed tonsil operation. ‘‘The syphilis 
and the chronic infection of the tonsils remained as hazards to his 
future.’’ After a paragraph that gives some facts about the man’s 
social situation comes this conclusion: ‘‘Sinee this person was not 





658 MENTAL HYGIENE 


disturbed by the derangements and precariousness of his situation 
and since there was no evidence of damage from lack of food or of 
other body necessities, neither his state of mind nor the state of his 
affairs influenced his sickness or his recovery. We therefore made 
no effort to influence the social factors, and action was limited to 
explanation to the Family Court of the patient’s sickness and tem- 
porary inability to work.’’ The reviewer raises the query whether, 
in the present stage of our knowledge of the human body, any such 
arbitrary division as the author makes is tenable. And, query two, 
if the social worker had considered herself primarily not as an adjunct 
to the medical profession, but as a representative of the interests of 
the community as a whole, would she have felt that this ignorant 
Negro, the victim of a progressive and perhaps seriously disabling 
disease, was any less in need of her assistance, once he had come to 
her attention, because his syphilis and tonsillitis did not at the moment 
seem to be adversely affected by his very unfavorable living arrange- 
ments and social relationships? 

If the author had written, not this book, but another, entitled The 
Medical Component in Social Work, how would it have differed from 
this? Fundamentally, one supposes, in its focus on the responsibility 
for public education which falls upon those social workers who know 
what special privilege is accomplishing to-day for the person disabled 
by deprivation, strains, and dissatisfactions as well as by organic 
disease. When the special privilege of good social case-work is added 
to that of adequate medical care, as it was in the fifty-four cases 
handled by the social-service department of the Presbyterian Hos- 
pital, almost literally the blind see and the lame walk. 

Although, in the two and a half pages in the middle of the book 
which she devotes to the subject, Miss Thornton makes very clear her 
own position of endorsement of community provision for sickness and 
disability insurance and employment opportunities for the handi- 
capped, and her conviction that it is at present inadequate, she evi- 
dently believes that her present task is not one of emphasis upon this 
inadequacy. Rather is it the demonstration of the efficacy of an 
understanding approach to the individual case seen in its entirety, 
and the encouragement of this method through the extension of social- 
service departments that are recognized and integral parts of a hos- 
pital organization. One regrets her restraint, but realizes that social- 
ized medicine is a moot point in this year of 1937, and that too heated 
a stressing of financial inability to meet obvious needs might appear 
to be a side glance in that direction. 

All in all, a challenging book to those who look forward to a growth 
of community interest in the ability of each one of us to find life 
satisfying. Bertua C. Lovet. 

San Francisco, California. 
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EUGENICAL STERILIZATION; A REORIENTATION OF THE PROBLEM. By 
the Committee of the American Neurological Association for the 
Investigation of Eugenical Sterilization. New York: The Mac- 
millan Company, 1935. 211 p. 


The committee of the American Neurological Association organized, 
under the chairmanship of Dr. Abraham Myerson, for the investiga- 
tion of eugenical sterilization—with a grant from the Carnegie Foun- 
dation and with the aid of the persistent efforts of Dr. Israel Strauss— 
gives here the results of its findings. 

The committee writes: ‘‘We have tried to free our minds from 
the obsessive traditions of psychiatry and eugenics, and this report is, 
we believe, as unbiased and critical and as nearly objective as we 
could make it.’’ The ‘‘we’’ includes, besides Dr. Myerson, Drs. James 
B. Ayer, and Tracy J. Putnam, Dr. Clyde E. Keeler, who served as 
consultant in genetics, and Dr. Leo Alexander, research associate. 
The committee realize that unrecognized prejudices and accidents of 
social status—what Calverton calls ‘‘cultural compulsives’’—may be 
expected to color judgment in a controversy involving such funda- 
mental issues. And this reviewer feels that, under the circumstances, 
the report is in most places fair. 

To pass at once to the conclusions of the committee, after examina- 
tion of many data, they recommend, first, that persons who are them- 


selves normal be not sterilized just because they are potential 
parents of functional psychotics, feebleminded, epileptics, or criminals 
(except perhaps such as are already parents of amaurotic family 
idiots). 


Second, sterilization on account of immorality or character defect is 
not justified by present knowledge. 

Third, nothing in the acceptance of heredity as a factor in the 
genesis of any condition considered by the report excludes the envi- 
ronmental agencies of life as equally potent and, in many instances, 
as even more effective. 

Specifically, (1) sterilization should under present knowledge, be 
‘“‘voluntary and regulative rather than compulsory’’; (2) any sterili- 
zation law should apply alike to institutional cases and those at large; 
(3) any sterilization law should be administered by one or more 
boards of experts; and (4) statute should provide legal protection to 
boards and surgeons involved. 

The committee can recommend sterilization (voluntary) only in 
selected cases of the following diseases, arranged roughly in the order 
in which sterilization would appear to be indicated: (1) Hunting- 
ton’s chorea, hereditary optic atrophy, familial cases of Friedreich’s 
ataxia and certain other disabling degenerative diseases known to be 
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hereditary; (2) feeblemindedness of familial type; (3) dementia 
praecox (schizophrenia); (4) manic-depressive psychosis; (5) epi- 
lepsy. Finally the committee stresses the need for long-time research. 

While the general conduct of the investigation of the committee 
seems good, certain points of view in the report may be commented 
on. Thus in the third principle adopted, as cited above, the impor- 
tance of determining the degree in which heredity and environment 
operate is stressed. Whatever may be the case with Drosophila, it 
doubtless remains true for humans that the values of the first two 
terms of the equation H+ E=T (heredity + environment deter- 
mines the trait) are not constant. Thus, pellagra is excluded from 
the group of diseases that are ‘‘linked up with heredity.’’ Because, 
forsooth, ‘‘this is a disease of the vitamin-deficiency group and can 
be both prevented and cured by proper diet and general hygienic 
conditions.’’ While a chiefly corn diet may be a ‘‘cause’’ of pellagra, 
it is not the cause. For the Maya Indians, whose diet is 90 per cent 
maize, suffer little from pellagra; just as infantile rats reared in 
darkness do not acquire rickets. A predominantly maize diet is bad 
for our Southern whites, at least for certain families of them. The 
end result is, as almost always, determined by the specific interaction 
between the environmental set-up (external and internal) and the 
hereditary constitution of the individual upon which it acts. A bio- 
chemical reaction of a specific type is the ‘‘cause’’ of pellagra. 

Perhaps the committee seems to treat too lightly the relation be- 
tween the severer crimes and constitution. The reference on page 
151 to the work of Stickler, ‘‘who states that the colony founded in 
1728 in Botany Bay in New South Wales has not become the source 
of criminalistic descendants,’’ falls on the deaf ears of the reviewer, 
who spent some time in New South Wales and New Zealand and has 
conversed with the leading social worker from Hobart in Tasmania. 
While some of those who were sent ‘‘free passage’’ to Sydney 
(euphoniously called ‘‘Botany Bay’’) were far from being crim- 
inals and had progeny that hold high social rank in the city, crime, 
vagrancy, and prostitution are to-day extraordinarily abundant in 
New South Wales, are almost absent in New Zealand, and offer a vast 
problem in Tasmania, which has been an exile colony for New South 
Wales. 

To sum up, the Report of the Committee on Eugenical Sterilization 
appears as a compromise of the conflicting ideas of the committee, a 
compromise that is not always skillfully and uniformly worked out. 
While only praise can be accorded its insistence upon more research, 
its conservatism may be regarded as slightly greater than is warranted 
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and may retard the application of sterilization as an instrument of 
social betterment. 
C. B. DAVENPORT. 
Carnegie Institution of Washington, Cold Spring Harbor, 
Long Island, N. Y. 


Human Generics AND Its Socta, Import. By 8S. J. Holmes. New 
York: MeGraw-Hill Book Company, 1936. 414 p. 

Professor Samuel J. Holmes is probably the best known eugenicist 
in this country. His forte is that of analyst and interpreter of the 
results of research over the whole range of human traits. The present 
volume takes the form of a systematic treatise on heredity and varia- 
tion in man, with due attention to such related matters as choice in 
mating and the biological aspects of birth and death rates, crime, 
delinquency, dependency, war, population growth, urbanism, migra- 
tion, and inbreeding and outbreeding. Being designed for use as a 
textbook, each of the twenty-five chapters closes with a list of sug- 
gested readings and questions. 

The first eight chapters are devoted to the general biological basis 
of all inheritance and variability. They are extremely brief, but are 
clear and as free of technical difficulties as accuracy permits. Some- 
thing is lost, however, in these early chapters, as throughout the book, 
by the extreme brevity. One cannot, for example, give more than a 
teaching outline of the problem of the inheritance of acquired charac- 
ters in eight pages, especially when an attempt is made to give the 
history of the controversy over it and some indication of recent 
researches. The result is a certain inconclusiveness, arising not so 
much from the meritorious refusal of the author to be dogmatic, or to 
reach conclusions where none are yet fully warranted, as from a cer- 
tain casualness of treatment. There is often a lack of the vigor in 
style and incisiveness in analysis that would help to keep the reader 
alert. 

On all controversial issues, the author has refrained from prejudg- 
ing the issue. He presents bits of evidence pro and con and leaves 
the reader to reach his own conclusions through more extensive search 
in the literature. Since the work is designed as an outline and guide, 
and not as an original treatise, this is a highly commendable charac- 
tertistic. One must also, in general, commend Professor Holmes’s 
selection of examples and illustrative cases. This is obviously an 
important matter in this type of work. Doubtless other experts would, 
in many cases, utilize other materials. In the chapters on mental 
defect and disease and on nature and nurture, the author has made 
extensive use of the rapidly growing and crucially significant studies 
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of twins. He will, however, be criticized for utilizing the Jukes and 
the Kallikaks, who have been given many dishonorable burials by 
environmentalists of the social-work and psychiatric fraternities. 

On the whole, this book is useful as a topical outline. Its illustra- 
tions are extraordinarily good. Its bibliography is excellent. The 
chapter contents, though lacking in originality and in thoroughness 
of treatment, represent the distillation of a vast range of researches 
brought together in orderly array so as to give the reader a general 
orientation in the present state both of fact and of theory. 

F. H. HankKINs. 

Smith College, Northampton, Massachusetts. 


CHARACTER AND CITIZENSHIP TRAINING IN THE PuBLIc ScHOoLs; AN 
EXPERIMENTAL Stupy OF THREE MerHops. By Vernon Jones. 
Chicago: University of Chicago Press, 1936. 404 p. 

Can character be influenced favorably by discussions and experi- 
ences which deal directly with honesty or codperation at school, at 
home, and at play? Can such character growth be measured? The 
author presents evidence for affirmative answers to both of these 
questions. 

A valuable foreword summarizes previous studies by Voelker, 
Thompson, Peters, Zyve, Trow, Tatum, Tuttle, Campbell, and Atkins 
(more, perhaps, than most readers have known about), in which effort 
was made to raise the level of honest behavior through direct instruc- 
tion. In nearly all cases the trained group showed more progress 
than the controls. 

Jones’s experiment was conducted among eight classes in Grades 
VII and VIII of the public schools of New Haven during 1932-3. 
Initial and final test batteries included the Maller self-marking test 
(honest behavior), an improvised self-marking test (honest behavior), 
a peeping test (honest behavior), an overstatement test (exaggera- 
tion), a word-knowledge test (honest behavior), the Maller coéperation 
test, the Jones-Ruggles coéperation test, the money vote test (codper- 
ation), a moral-knowledge test, and a self-evaluation test. Pupils were 
also given tests of intelligence, socio-economic status, cultural back- 
ground, and a personality-neurotie questionnaire. 

Pupils trained by the E method were given first-hand experiences 
of conerete situations and specific instruction in these situations, with 
no attempt to generalize. 

Pupils trained by the D method were given descriptions of inci- 
dents, cases, and so forth for discussion. 

The E-D method gave pupils a combination of the two. All classes 
dealt in appropriate form with such units as choosing leaders, respect- 
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ing property on Halloween, giving at Thanksgiving and Christmas, 
gambling in slot machines, good sportsmanship, international friend- 
ship, and so on. The time devoted to training was something in 
excess of sixty hours, spread over more than nine months. 

All the trained groups combined gained slightly more than the 
controls on the peeping test, the Jones-Ruggles codperation test, and 
the money vote test. Control groups improved slightly more on the 
self-marking test, the overstatement test, the Maller codperation test, 
and the moral-knowledge test. The combination E-D method was 
slightly more effective than the others. Among twelve comparisons 
with controls, grade by grade and test by test, nine favored the 
trained group, but only one was statistically significant and that 
favored the controls. On the honesty test 53 per cent of the control 
students improved, as compared with 47 per cent of the D group, 
48 per cent of the E group, and 61 per cent of the E-D group. On 
cooperation tests 55 per cent of the controls, 52 per cent of the D’s, 
53 per cent of the E’s, and 56 per cent of the E-D’s showed improve- 
ment. 

Correlations of teacher ratings with test scores ranged from —.26 
to .40 with probable error not less than .08. Correlations of mental 
age with the conduct tests ran .37, .32, .00, and .09. The Burdick 
and Sims combined home-background measure gave relationships with 
conduct from —.08 to .18 and the psychoneurotic inventory from 
.03 to .10. Correlations of change in conduct tests with mental age, 
chronological age, home-background score, and psychoneurotic score 
were all practically zero. 

One chapter deals with a separate experiment in which pupils 
saw four motion pictures which involved important conduct choices. 
For each picture, tests were constructed, so that pupils could record 
their attitudes toward types of behavior especially condemned or 
exalted in the picture. After a presentation of the picture Abraham 
Lincoln, Lincoln went up 1.2 points in the test scale, but unfor- 
tunately for interpretation, he rose similarly in the esteem of the 
control group. 

Rarely was there a statistically reliable difference between the 
picture group and the control group, but test items which paralleled 
a picture situation showed an average change which, while small, 
was twice as large as the change on non-picture items. 

The author’s summaries and interpretations are rather more posi- 
tive and emphatic than his evidence. 

GoopwIn Warson. 

Teachers College, Columbia University, 

New York City. 
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A Minp Restrorep; THE Story or Jim Curran. By Elsa Krauch. 
New York: G. P. Putnam Sons, 1937. 242 p. 

The foreword to this book states that it is the story of a one-time 
patient in a hospital for the insane. Emphasis is laid upon the fact 
that this history is not sensational, which preéminently and refresh- 
ingly proves to be the case. Furthermore, it is stated that this is 
‘‘real life,’’ names having been changed and events occasionally 
modified for the sake of ‘‘discretion and charity.’’ One is warranted 
in accepting the story as in effect an anamnesis by an intelligent lay- 
man who had recovered from a mental illness, faithfully reported by 
Elsa Krauch. 

Viewing this history as a whole, one sees that in early childhood 
there were being woven into the life of Jim Curran emotional factors 
and reaction patterns from which he never became duly emancipated, 
rendering him emotionally vulnerable, with lowered resistance, to the 
stresses to which circumstances later subjected him. Physical handi- 
caps prevented him from engaging in athletics. Left-handedness 
retarded his promotion in school. These frustrations caused him 
many psychological wounds. 

At about the time of his majority, he determined, as he says, ‘‘to 
beat my fate.’’ This was the point at which the mechanism of com- 
pensation came to his aid. Two years at a university and one year 
in a large store, where he showed decided abilities as a salesman, 
brought a great gain in personality development and self-confidence. 

He shortly became a partner in a business, developing rapidly a 
business acumen which increased the growth of the concern. By the 
time he was thirty years of age he had attained financial independence 
and the prospects of becoming a wealthy man. 

It is significant, in view of his subsequent history, that at the height 
of this period he experienced a glow of altruism, a feeling of ‘‘ benign 
power,’’ when he saw the employees leaving the factory at the close 
of day and contemplated the fact that he was a source of their means 
of livelihood and happiness. Then suddenly came a leveling blow, a 
disappointment in his marriage prospects. After this he became 
markedly depressed. He gave up everything, sold all his business 
interests, and in one sweep renounced his brilliant prospects. 

After a time he took up another business, which succeeded for some 
years. He married, and two children were born of the union. He 
was a devoted husband, a fond father, happy in his home, ‘‘con- 
tented.’’ From the medical standpoint, he had doubtless passed 
through a disordered mental episode unrecognized by any one, from 
which he evidently had made both a social and a mental recovery. 

After several years, competition and the World War made serious 
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inroads upon his business, which he finally had to liquidate. He 
became depressed again. His condition was so little understood that 
he was called ‘‘lazy.’’ Friends temporized with the situation for 
months before at last deciding to send him to a sanatorium for mental 
patients. 

This particular institution proved to be one conducted on a com- 
mercial basis. After a year, when it was found that funds were no 
longer available for his maintenance there, Dr. George, the superin- 
tendent, told him that he ‘‘was chronically insane . . . would never 
amount to anything.’’ So he was driven to town and ‘‘dumped.’’ 
While he was at the sanatorium, his wife had obtained a legal separa- 
tion. This was the penalty visited upon him for being a mentally 
sick man. 

A good friend advised him to go as a voluntary patient to St. 
Charles, a state hospital for mental diseases, and he accepted the 
advice. <A full account follows of his kind reception and scientific 
treatment there. 

There is much detail about his mental sufferings. His psychosis 
lasted many months. At last, having departed mentally from reality 
as far as he could without taking the final step into oblivion, there 
eame to him the feeble undercurrent of a desire to come back. This 
grew stronger, but his journey back took him through the devious 
way of an entirely different mood. He became exalted—fired with 
an ‘‘ambition’’ to become an inventor and promoter and make mil- 
lions and give work to the army of unemployed. This mood in time 
passed, and he entered upon convalescence, finally acquiriug insight 
into all his past disordered mental states. At length he was regarded 
as able to leave the hospital; in fact, it was high time for him to go. 

Here we have an instructive clinical history, by an intelligent lay- 
man, of his psychosis, with its lessons for the reader. For months, 
Jim Curran was regarded as a case of so-called ‘‘nervous breakdown.”’ 
Such cases always involve disordered mental conditions, and every 
such ease should be seen by a specialist for advice. If the advice is 
treatment in a hospital for the mentally ill, delay in putting it into 
effect, through any false idea of pride, in all probability interferes 
with recovery and perhaps prevents it. A mental disorder is a sick- 
ness as surely as pneumonia, for example, is a sickness. 

There are certain points on which Jim Curran’s account may mis- 
lead the general public. This is not to be laid at his door, since he is 
relating only his own experiences. For instance, an injustice is done 
private hospitals for the mentally ill if the impression is given that 
many of them are conducted on a commercial basis. Nothing could 
be further from the truth. All private places for mental patients 
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that are officially recognized by proper authorities and the medical 
profession are conducted by distinguished and high-minded physicians. 

Again, while the danger of suicide in depressed cases is readily 
recognized, there is little comprehension by most people that patients 
who are exalted and happy must also be protected against suicide. 

A copy of this book should be on the shelves of every public library 
and educational institution. It is one of the best that has been issued 
in which the patient’s experiences are recounted and the intimate life 
of a state hospital presented. It should receive a wide reading. 

ARTHUR H. HARRINGTON. 

Providence, Rhode Island. 


A Minp Mistam. By Henry Collins Brown. New York: E. P. 
Dutton and Company, 1937. 219 p. 


One of the most significant offshoots of the mental-hygiene move- 
ment is the appearance from time to time of a volume dealing with 
the author’s experiences in a mental hospital. In former days an 
episode of this kind was concealed from the world; now any literate 
person who has had such an experience rushes into print. 

Many of these accounts are of dubious value, except for one thing. 
Almost invariably they sing the praises of mental hospitals and so are 
all to the good. They become part and parcel of the program of 
educating the public, which is still loath to believe that such hospitals 
are not, in reality, madhouses, filled with torture, chains, and shrieks. 

Too often these books are a rather obvious effort to capitalize on 
a—when recalled in retrospect—interesting adventure. Witness 
William Seabrook’s Asylum. Most authors, however, do make an 
honest effort to evaluate their experiences—to tell how mental hos- 
pitals are valuable and how they were cured. Unfortunately, too 
often they themselves do not understand how it happened and permit 
themselves to pass judgment on matters they do not fully understand. 

The present book, A Mind Mislaid, by Henry Collins Brown, has a 
maximum of virtue and a minimum of faults. It is unusual, if for 
nothing else, in that the author was approaching the Biblical limit of 
years when he went into a deep depression, was committed, and after 
three years made a splendid recovery. It is needless to say that he 
must have had the stuff in him. In fact, with his characteristic 
aplomb, he dedicates his book: ‘‘To myself, in fervid, if belated, 
admiration of my many engaging qualities.’’ 

Mr. Brown has been known for many years as a historian of Man- 
hattan and is the founder of the Museum of the City of New York. 
By one of those ironical jests delighted in by fate, the opening of this 
museum, into which he had put the efforts of a lifetime, coincided 
with his commitment to Bloomingdale (surely the prize euphemism 
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in the nomenclature of hospitals). What use the press made of this 
ean well be imagined. So, to the accompaniment of soft music from 
the sob-sisters, Mr. Brown retired from public life, and the world 
thought to see him no more. 

After three years he recovered, entered the world, wrote books, 
lectured, and boldly proclaimed to one and all that he had been 
mentally ill, had received treatment in an appropriate hospital, and 
had recovered. The results have been gratifying. With few excep- 
tions he has retained his old friends and he has made a host of new 
ones. He says, ‘‘No one has anything to fear socially from the result 
of a nervous breakdown .. . life is richer. There seems to be a 
better outlook and a wider horizon as a recompense for the suffering 
one has undergone.’’ 

The story, then, is an honest effort to portray an experience of this 
sort. It is told in an engaging manner and with considerable humor. 
Mr. Brown, like all persons who write and lecture, has a deal of the 
showman in him. One suspects that he heightens his effects from 
time to time. In the chapter, Our Suicide Club, the present reviewer, 
who has been a physician for twenty-six years in mental hospitals, 
frankly does not believe many of the statements. Nevertheless they 
make interesting reading. 

If the mental-hygiene movement wants—or needs—a champion, I, 
for one, nominate Mr. Henry Collins Brown. He is wise with the 
wisdom of years and rich in temperament. He has withstood the 
whirlwind and wrestled with the angel, and he is the better for it. 
To the doubters, the fearful ones, to those whose relatives are in hos- 
pitals, to those who are themselves graduates, to those who doubt that 
‘‘we fall to rise, are baffled to fight better, sleep to wake’’—I say, read 
this book ! JOHN E. Linn. 


St. Elizabeths Hospital, Washington, D. C. 


THE Ourwarp Room. By Millen Brand. New York: Simon and 
Schuster, 1937. 309 p. 


In approaching a novel that deals with mental illness, the psychia- 
trist is frequently too prone to view it as a ease report. Case reports 
are of necessity rather bald and matter-of-fact; it is the artist in the 
writer that injects the warmth and feeling and the inner meaning. 
There is tremendously more than a ‘‘ease’’ in The Outward Room. 
It is a beautiful novel, psychologically sound, with a well-sustained 
mood and with fine poetical touches, dealing with that thin border 
that separates so-called sanity from so-called insanity. And from 
the standpoint of mental hygiene, The Outward Room has great value 
in its portrayal of the humanizing of a mental patient. 
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Harriet, the heroine of the book, develops a psychosis at the age of 
sixteen. It is precipitated by the death of her older brother, to whom 
she was greatly attached from early childhood. The implication, then, 
is that the main etiological factor in her illness is a definite fixation 
of her mind on her brother, which, psychoanalytically speaking, would 
be a form of incest, implied or psychical or esthetic. There need, of 
course, have been no overt manifestations; rather, it could have been 
a ease of unconscious, unrecognized, and unrelieved longings—a 
platonic, but definitely intensive brother-sister love. 

The crisis came during the era of puberty, when full heterosexual 
development became necessary for mental freedom and stability. The 
girl, however, failed to break away from her prolonged fraternal 
fixation; hence the psychosis. 

What was the source of this psychological inadequacy? Why could 
she not set herself free? The roots, it would seem, were to be found 
in her relationship with her parents. The corollary to the brother- 
fixation is the Electra-complex. In earlier life Harriet failed to 
accept her mother, to identify herself completely with her mother as 
she must for forward growth. For in this way, and perhaps in this 
way only, is the girl’s instinctive love—or, in ambivalent Freudian 
fashion, her hatred—of her father resolved. In Harriet’s case some- 
thing, some psychic infantile trauma, blocked this development. Her 
father failed her in her need; he was too weak for her; he rejected 
her—and she turned to her brother for the father-imago. As usual, 
this could be sufficient only until the beginning of adult life; then it 
became inadequate and the source of mental and emotional difficulties. 
At this stage, unless she could find some one outside of the family 
constellation to replace her brother, he would remain her unconscious 
lover and her nemesis. 

Out for a ride in the faulty family car, the father grew tired and 
asked the son to take the wheel. An accident occurred, and the boy 
was killed. Harriet blamed her father, and with the death of her 
brother she died symbolically—that is, her psychosis appeared. The 
psychosis was an escape from those incest longings from which she 
eould not detach herself. Realty, without her beloved brother, was 
too painful to endure, and her flight into psychosis became a flight 
into a haven. 

One of the doctors at the hospital where she is confined for the 
succeeding seven years attempts to psychoanalyze her, to bring her 
hidden longings to the surface. Although she has frequent lucid 
intervals, he believes that it would be unwise to parole her, since to do 
so would mean merely a continuation of her parental conflicts. He 
would like to send her home not only objectively well, but also 
psychologically cured. He allows her to live with the chronic 
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patients, that she may see tangible manifestations of unresolved 
Electra and other complexes, feeling that thereby she may gain a 
better insight into her own handicaps. 

The projection of blame onto her parents is the cardinal situation. 
The doctor hopes to effect a reconciliation. He is progressing splen- 
didly in his therapeusis—in fact, too well. If he succeeds in adjust- 
ing her psychologically, she loses her brother a second time. Who, 
then, will take his place? To whom can she now give her love and 
her loyalty? Perhaps it was this fear and uncertainty, more than 
anything else brought out in the analysis, that conditioned her desire 
to escape from the hospital. But once free, what does she attain 
thereby? She finds only a hostile, indifferent, cruel world of reality. 
Is it for this that she has given up her haven of a psychosis? 

Then she meets John. He is more than a friend and a lover; he 
is the brother and the father she has been unconsciously seeking. He 
is the therapeutic imago. Unwittingly she recognizes this and is 
drawn closer and closer to him, in the face of an imminent recurrence 
of her attacks of cyclothymia. 

But it is not enough for John to tell her, or for her to try to believe, 
that manic-depression is curable. What becomes paramount is the 
dynamies of her ultimate awareness that John is the fulfillment of her 
rejected childhood ideal—her father. But she must relive this con- 
cept in reality, so that it becomes an organic part of her being, and to 
do so, she must see in herself her mother. Then her relationship with 
John will not be brotherly, not incestuous, but a fully attained adult 
heterosexuality. 

A dramatic incident then becomes necessary to focalize this struggle. 
John, the strong, must become weak through some catastrophe, so that 
now he must lean on Harriet, the erstwhile weak. Thus is reproduced 
a vital phase in her childhood, when her father had to depend on her 
mother. The identifications are now complete; the Gordian knot of 
her infantile ties is severed, and she emerges as a mature woman, in 
every sense and meaning. In this fashion she faces health. 

Louis J. BRAGMAN. 

Binghamton, New York. 


Tue Book or Fsstivats. By D. G. Spicer, with a Foreword by John 
H. Finley. New York: Woman’s Press, 1937. 429 p. 


It is peculiarly fitting that this story of the world’s festival customs 
and folkways should be offered to America, land of many races and 
nationalities whose social and cultural traditions have contributed to 
the upbuilding of our own. Diverse and variegated as these customs 
are, they have their roots, for the most part, in observances associated 
with religion, which, in one form or another, has been the ultimate 
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determiner of historic civilizations and eultures. This is particularly 
evident from the similarity of the feasts celebrated in countries of 
Christian heritage where the religiously inspired festivals survive and 
dominate to this day. The celebrations described in Miss Spicer’s 
compilation are predominantly of this type and character, however 
“*secularized’’ they have become in some of their modern versions. 
Across her pages march the pageantry and poetry, the art and song 
of thirty-five nationalities, corresponding, in the main, to the European 
and Oriental nationality groups most widely represented in the United 
States. 

The Book of Festivals recounts the principal religious, national, 
and local holidays of different races, with less emphasis on political 
anniversaries than on days associated with old folk practices and 
beliefs. It is a rich storehouse of information, of broad human appeal, 
vividly presented, and of great value to students and workers in 
various fields. The psychiatrist will appreciate the psychological 
significance of many of these observances, the universality of the 
human emotions that prompt them, the social instincts expressed in 
the many quaint and contrasting manifestations of group behavior, 
and a hundred other phenomena of human nature. Particularly will 
the case-worker in mental hygiene value the new insights to be gained 
into the social backgrounds and cultural forces that are more and more 
coming to be recognized as potent factors in human adjustment, espe- 
cially with regard to the life problems of foreign-born parents and 
second-generation Americans. But all of us will find it an instructive 
and inspiring record of man’s doings in his finer and nobler moments. 
As such it is an education in social values that should contribute to 
our emotional growth by broadening our tolerance and understanding 
and enlivening our appreciation of the unique gifts that the folk of 
other lands have brought to our own. America will be all the richer 
for incorporating into its social life those elements, so characteristic 
of folk festivals of the old world, that make for the development of 
‘‘community spirit,’’ with all that it implies in improving human 
relationships and civilized living. Pau O. Komora. 

The National Committee for Mental Hygiene. 
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Compiled by 
PauL O. Komora 
The National Committee for Mental Hygiene 


SECOND INTERNATIONAL CONGRESS ON MENTAL HYGIENE 


Ten years ago Paris commemorated the centenary of the passing of 
Phillipe Pinel, whose courageous action in freeing the insane from 
the brutal restraints and tortures of prison confinement in the asylums 
of Bicétre and Salpetriére opened a new era of humanitarian progress 
and enlightenment in the understanding and treatment of the men- 
tally afflicted. Four years earlier, in 1923, at the Sorbonne, Clifford 
Beers, ‘‘ America’s Pinel’’ in asylum reform, was acclaimed for his 
work as founder of the mental-hygiene movement, which he was then 
in process of developing along international lines, with the sympa- 
thetic aid of French and other European pioneers in organized mental- 
health work. This effort at world-wide organization culminated in 
the holding of the First International Congress on Mental Hygiene 
at Washington, in 1930, and in the formation of the International 
Committee for Mental Hygiene to codrdinate the work of the various 
national societies for mental hygiene. 

This year Paris again signalized its devotion to the cause of mental 
health by playing host to several hundred physicians, educators, scien- 
tists, and lay workers who came from thirty countries to participate 
in the Second International Congress on Mental Hygiene held under 
the patronage of the President of France, during the week of July 
19-24, to further world coéperation for better care of the mentally 
sick and the advancement of scientific study, treatment, and preven- 
tion of mental disorders. The returning American delegates were 
unanimous in their praise of French hospitality and uniformly 
enthusiastic in reporting their recollections and impressions of the 
congress. There was the characteristic mingling of business and 
pleasure in a colorful setting of elaborate ‘‘state affairs’’ and social 
functions, staged in the traditional French manner, and other events, 
formal and informal, in which government officials and the medical 
profession joined to provide for the entertainment of the delegates 
and guests. They were féted at luncheons and dinners. They were 
taken on interesting tours of sight-seeing and institutional inspection, 
and were officially received by President and Madame Lebrun at a 
garden party held at the Palais Elysée. The International Expo- 
sition and the many other attractions of Paris likewise added to their 
enjoyment. 

671 





672 MENTAL HYGIENE 


The congress was conducted under the presidency of Dr. Edouard 
Toulouse, founder and President of the French League for Mental 
Hygiene, and the scientific program was arranged by a committee 
headed by Dr. René Charpentier, President of the Societé Medico- 
Psychologique. Morning and afternoon sessions were held daily at 
the Maison de la Chimie, and papers were presented in English, 
French, German, Italian, Portuguese, and Spanish, and were sum- 
marized by skilled interpreters. A meeting of the International 
Committee for Mental Hygiene, presided over by Dr. Adolf Meyer, 
its president, concluded the sessions. Among the Americans present 
at the congress were: Dr. V. V. Anderson, Clifford W. Beers, Dr. 
Russell E. Blaisdell, Dr. Augusta Bronner, Miss Hester Crutcher, 
Dr. Sheldon Glueck, Dr. William Healy, Dr. Walter R. Miles, Dr. 
Horatio M. Pollock, Dr. C. C. Pierce, Dr. Arthur H. Ruggles, Dr. 
William Sandy, and Dr. Walter L. Treadway. 

The congress opened with an address of welcome by the French 
Minister of Public Health and an introductory address by Dr. Tou- 
louse, followed by general reports presented by Clifford W. Beers, Gen- 
eral Secretary of the International Committee for Mental Hygiene, 
and Dr. Georges Genil-Perrin, Secretary General of the Second Inter- 
national Congress, and an address by Dr. André Repond, President of 
the Swiss National Committee for Mental Hygiene, on ‘‘ The Scientific 
Bases of Mental Hygiene,’’ which set the keynote for the congress. 

The topics of discussion at the scientific sessions ranged over a wide 
field, from the more technical aspects of psychopathology, at one end, 
to the broader phases of social psychiatry and mental hygiene at the 
other. Consideration was given to heredity and eugenics, alcoholism 
and drug addiction, suicide, crime, and mental hygiene in education. 
Problems of mental disease were discussed with special reference to 
nomenclature and statistical study, hospital organization, legislation, 
therapy, research, and the role of social conditions, heredity, and con- 
stitutional factors in the genesis of mental disease. Prophylaxis, steri- 
lization, sex education, vocational guidance, the training of profes- 
sional workers, and other related aspects of the mental-hygiene 
program rounded out the discussions. 

Many of the viewpoints and much of the material presented in the 
discussions are familiar to American workers in psychiatry and 
mental hygiene, but there were other interpretations not so familia 
and of more than usual interest in the specific trends and differences 
they revealed in the currents and cross currents of scientific thought 
on mental-health problems in Europe and other parts of the world. 
For example, in discussing certain phases of the administration of 
criminal justice, Dr. H. van der Hoeven, of Utrecht, advocated 
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abolishing separate penal systems for criminal psychopaths, which 
owe their existence, he said, to the backwardness and unsuitability of 
the systems we apply to so-called normal offenders. This, in turn, 
stems from ‘‘the old and outworn dogma of responsibility,’’ which he 
is in favor of discarding altogether. He declared that there is no 
essential difference between the treatment of normal and abnormal 
persons, and held that only as we break definitely with the dogmas 
underlying our present systems of punishment will it be possible to 
achieve ‘‘a satisfactory balance between the staying power of the 
individual and the demands of social life.’’ 

Speaking on crime prevention, Dr. Olof Kinberg, of Saitsjobaden, 
Sweden, stressed the importance of a knowledge of the psychological 
causes of crime and of the psychological maladjustments that are the 
antecedents and precursors of criminal behavior. He considered the 
increasing mobility of populations as an important factor in present- 
day crime and the consequent difficulty of spotting the ‘‘psycho- 
logically anonymous’’ in modern society, and he suggested the keep- 
ing of ‘‘psychological registers’’ of individuals from school days up 
to adult life. In this connection Dr. L. Vervaeck’s description of the 
elaborate arrangements for the rehabilitation and reéducation of de- 
linquents and criminals in Belgium was especially pertinent. 

Dr. Walter R. Miles, of New Haven, Connecticut, reported that 
statistical and other studies showed a changing public attitude in 
the United States toward the use of alcohol, which has been resumed, 
since the repeal of prohibition, ‘‘ without a return to earlier excesses.’’ 
His own study, published in full elsewhere in this journal, is one of the 
most illuminating that have lately come to our attention. It shows the 
remarkable changes in the incidence of alcoholism that have taken 
place in recent years, and traces the evolution in public opinion 
underlying the fluctuations in frequency noted before, during, and 
after the memorable experiment. Alcoholism, Dr. Miles said, may 
have certain physiological concomitants, but it is primarily a func- 
tional psychological phenomenon, and scientific study has clarified 
diagnosis and treatment and harmonized many hitherto conflicting 
views on the subject. The study of the personality of the alcoholic 
is the next step. 

Dr. D. K. Henderson of Edinburgh saw suicide as an increasingly 
serious problem, calling for a constructive prophylactic program and 
the earnest codperation of many agencies. Social prophylaxis, he 
said, is bound up with the development of a community spirit and a 
public conscience which has for its aim the care and guardianship of 
every member in the community and the production of a stable social 
organization with adequate machinery and personnel. Individual 
prophylaxis is closely linked with early recognition of nervous and 
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mental illness. Suicide as the first indication of nervous or mental 
disorder, he said, is rare. 

Of special interest was the report on the far-flung eugenics pro- 
gram instituted under the Nazi régime, presented by Dr. Riidin, 
Germany’s foremost student of heredity. Hereditary diseases, he 
held, cannot be treated by individual therapy any more than environ- 
mentally produced diseases can be controlled by eugenic means. On 
the other hand, scientifically established eugenic measures are the 
sovereign preventive of hereditary disorders, which seeks to avoid the 
fusion of healthy and unhealthy family stocks, and sterilization is 
its most humane instrument. But sterilization, he added, can be 
fully effective only on a compulsory basis, since voluntary sterilization 
works against the selective principle on which it depends. A funda- 
mental condition for its successful application is a eugenically 
oriented health service staffed by first-rate physicians, soundly trained 
in biology and genetics, together with jurists schooled in racial hygiene. 
Fundamental also is a well-organized and well-aimed program of 
public education. Above all, the psychiatrist must be eugenically 
minded, with an eye single to the achievement and maintenance of a 
healthy heredity among the people. 

Interpreting the experience of the United States, Dr. Howard C. 
Taylor of New York said that sterilization as now practiced in this 
country can have only a negligible eugenic effect on the total popu- 


lation, what with the lack of uniformity in sterilization legislation 
among the states, and the fact that in only a few of the states are the 
laws functioning actively. ‘‘Practical results,’’ he said, ‘‘must be 
found in the now accomplished clarification of the law, in the increas- 
ing interest of the public in hereditary disease, and in the benefit 
which has been derived by certain individual patients and their 


? 


families.’’ Dr. Taylor’s and Dr. Riidin’s papers were discussed at 
length by Dr. Adolf Meyer, whose remarks, unfortunately, were not 
recorded and therefore cannot be quoted here. 

Contrasting views on heredity were presented by Dr. Ernst 
Kretschmer, who pointed out that hereditary and constitutional fac- 
tors were not confined to hereditary diseases in the etiology of mental 
disorders. Neither are heredity and constitution the sole causes of 
hereditary diseases. While heredity may be the ‘‘incontestable 
general factor in these diseases,’’ he said, ‘‘we must look diligently 
for every coefficient external cause,’’ such as infections and toxic an1 
endocrine disorders. The endogenous psychoses are not independent 
of heredity, he explained, but in connection with certain types of 
personality, serve as the intermediate bearers of heredity; while, on 
the other hand, in the exogenous psychoses, constitution and heredity 
color the symptoms and determine, essentially, the type of psychosis 
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and the prognosis. And in the psychoneuroses the pivotal factor is 
often not the effects of experience, but the structure of the person- 
ality and the underlying constitution. 

Papers by Dr. Gonzalo Bosch, of Buenos Aires, and Dr. Corrado 
Tumiati, of Florence, discussed the application of mental hygiene to 
education and family life. Dr. Bosch conceived it to be an important 
function of mental hygiene to protect the child against demands 
beyond his capacity, and to instruct parents how to maintain a 
balance between what a child can do and what it is asked to do. 
Misplaced energy, he said, is a fundamental cause of misbehavior, 
and the critical period, in this respect, is puberty, when special 
psychiatric and educational measures must be called into play. He 
considered scholastic examinations in general to have a bad hygienic 
effect on the development of personality and cautioned against over- 
work in school. Dr. Tumiati defined the functions of the mental- 
hygienist in family education, limiting these to the management and 
treatment of morbid variations in behavior, and reserving to the 
educator the task of correcting psychological defects not necessarily 
incompatible with mental health. He specified some of the more 
harmful factors in family life making for mental morbidity, and said 
that it was the task of mental hygiene to point out the dangers, to 
discover unhealthy predispositions in time, and to prepare defenses 
and compensations of a psysiological and psychological nature. 

In discussing the relation of mental hygiene to vocational guidance, 
Dr. J.-M. Lahy, of Paris, considered the one as ‘‘ providing the most 
favorable conditions for the evolution of the organ of thought,’’ and 
the other as ‘‘the physiological and psychological preparation for a 
career chosen according to the child’s native abilities.’’ The school, 
he pointed out, is only one channel of activity toward this end, and 
psychology, medicine, psychiatry, and other disciplines must collab- 
orate in following the child’s growth and assisting him in the shaping 
of those qualities, inherent in his endowment, that are necessary for 
successful vocational placement. 

Discussing the mental hygiene of intellectual work, Dr. Charles S. 
Myers, of London, showed the various processes, conscious and uncon- 
scious, involved in such work, and the different conditions required for 
their proper functioning. The best hygienic conditions, he said, are 
dependent not only on the differences in kind of intellectual work, but 
also on the individual differences among intellectual workers; and in 
the work of learning and thinking, ‘‘it is more important, initially, 
to stress the harmonious development of the entire personality than 
the mere training of the intellect, though appropriate exercises may be 
usefully devised in order to facilitate and improve these two proc- 
esses.’’ Dr. Levi Bianchini, of Salerno, described the destructive 
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effects of certain aspects of urban life on mental health, as shown 
by ‘‘all researches and all demographic and sociological statistics of 
the nations having a high degree of civilization.’’ 

Of practical import to hospital psychiatrists was the proposal dis- 
cussed by Sir Hubert Bond, of London, and Dr. H. Bersot, of Neucha- 
tel, Switzerland, for a unified international classification of mental 
diseases and for further study of the organization and publication of 
mental-disease statistics. In this connection Dr. Bersot suggested 
working relationships with the International Institute for Statistics 
at the Hague and the International Bureau for Hygiene of the League 
of Nations in Geneva. 

The International Committee for Mental Hygiene met in formal 
session at the close of the Congress, with representatives from twenty 
countries present. The principal business of the meeting was to 
decide on the time and place for the Third International Congress. 
The hope was expressed that future congresses would be held at 
shorter intervals and that funds and facilities would be available to 
the International Committee to develop its work and provide the 
machinery that will enable the various national mental-hygiene 
societies to keep in closer touch with one another between congresses. 
As an aid to this end, it was suggested that the International Com- 
mittee undertake, when the necessary funds are acquired, to publish 
a periodical bulletin to keep its members informed on mental-hygiene 
activities around the world and to serve as a medium for the inter- 
change of thought among workers in the various countries. Among 
the practical results of such a publication, which might be issued in 
several languages, would be the stimulation that member agencies 
would receive in furthering their programs and in profiting from 
the example and achievement of the more advanced groups, since 
the mental-hygiene movement is not in the same stage of develop- 
ment in every country. It would be of particular benefit to organi- 
zations in those countries in which the advancement of mental-hygiene 
work depends, to a great extent, on governmental aid, and the sanc- 
tion and support of the International Committee would encourage 
and influence official participation in the work of mental-health 
societies. It was also suggested that the governing board work for 
the establishment of a mental-health section in the League of Nations 
as a further stimulus to international development. 

The question as to where and when the next congress should be 
held was discussed at length. It was finally suggested that since the 
First International Congress was held in North America and the 
Second Congress in Europe, the Third International Congress should 
be held in South America in order to promote interest in the move- 
ment in that part of the world. The group of South American dele- 
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gates present extended an invitation to hold it in Brazil in 1940, and 
this matter was unanimously referred to the governing board of the 
International Committee for decision. It was brought out in the 
discussion, however, that the next congress could not be held in South 
America unless the steamship companies make a substantial reduc- 
tion in fares and so enable delegates to make the trip without too 
great cost. 


First INTERNATIONAL CONGRESS ON CHILD PSYCHIATRY 

The first International Congress for Child Psychiatry was held in 
Paris, July 24 to 28, immediately following the Second International 
Congress on Mental Hygiene. The organization was almost entirely 
due to the splendid efforts of its president, Dr. G. Heuyer. A great 
deal of the detailed work in the translating of papers and preparing 
them for publication was done by Madame Heuyer, and in the 
arrangements for the meetings Dr. Heuyer was aided by his clinical 
assistants and several of his local confreres. That the congress was 
such a success was due to the unstinted efforts of this small group, 
who had very limited funds with which to publish or to carry out 
their program. About 500 persons registered at the congress, coming 
mainly from a wide diversity of countries in Europe, with a sprink- 
ling from the United States and several psychiatrists from South 
America. 

Each morning on successive days was devoted to a special topic, 
with ‘‘rapporteurs’’ contributing papers. The first session was on 
‘*Conditional Reflexes in Child Psychiatry’’; the second, on ‘*‘ Methods 
of Education as Adjusted to Variations in the Intelligence and Per- 
sonality of a Child’’; and the third, on ‘‘Mental Defect As a Cause 
of Juvenile Delinquency.’’ The advantages and disadvantages of 
sections dealing thus with set topics are obvious. One trouble was 
that, as might have been expected, speakers gave their short papers 
without any knowledge of the ground that had been covered by others 
and sometimes dealt only with very local situations—at least this was 
true of the second and third sections. 

Each afternoon was devoted to very short papers which, except at 
the first meeting, mainly centered about the topic of the morning. 
There was a certain amount of discussion, but difficulties arose because 
of lack of thorough understanding of all that was said or implied in 
the addresses of others who spoke in the several languages and from 
many different points of view. Dr. Heuyer and his assistants had 
endeavored to forestall this as much as possible by publishing, before 
the congress opened, three well-printed volumes of the main papers 
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that were to be given, using the trilingual scheme of the congress. 
Also short mimeographed synopses of the afternoon papers were dis- 
tributed. As the addresses were given, it was possible to use an 
audiphone that was attached to the seats in the auditorium, and one 
could dial interpreters for any of the three main languages who, 
from their place in the wings of the stage, attempted to give the 
address sentence by sentence. Frequently this was very cleverly done, 
but breakdowns naturally occurred if the address was given too fast, 
or if it was too difficult to be translated readily. But it was all 
very interesting, as one was able to hear something of what was 
reported from Egypt or Turkey or Brazil, to say nothing of the main 
European countries. 

As ever, one of the greatest pleasures of the congress was in meet- 
ing so many of one’s colleagues from different countries. An organi- 
zation was effected, and the next international congress is to take 
place in Germany in 1941. But here it must be said that there was 
quite a feeling of uncertainty about the future, which depends so 
much upon world conditions. Dr. M. Tramer, of Solothurn, Rosegg, 
Switzerland, was elected permanent secretary. In the future he will 
handle correspondence from any who are interested. The publica- 
tion, ‘‘ Zeitschrift fiir Kinderpsychiatrie,’’ of which he is editor, is to 
be the official publication of the international organization. 

A really tremendous program of visiting institutions and particu- 
larly of entertainment was planned and well carried out. President 
Lebrun threw open the palace on the Champs-Elysées one afternoon 
with the band of the Garde Republicaine playing for us; the Depart- 
ment of the Seine entertained us at the Hotel de Ville and at the 
institution for defectives at Perry-Vaucluse; the Marquise de Gaunay 
invited us to her beautiful chateau in the country ; and many lunches, 
dinners, and banquets were given to the members of the congress. 

One can but hope that this congress may have some favorable 
repercussions in the way of better public support for preventive 
psychiatry in France and in other countries. One gains the strong 
impression that Dr. Heuyer and many others are doing fine work 
and going ahead as fast as they can, but with all too little public 
appreciation of their services. In most instances, the work is nearly 
all done on a voluntary basis, long hours being freely given, the 
psychiatrists, the psychologists, and the social workers being paid 
either very little or nothing and supporting themselves by private 
practice. With a magnificent social and scientific spirit, they are 
carrying the burden of very important efforts for the well-being of 
their respective communities. 


Wituiam HeEay 
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New OrveEANS INSTITUTE OF MENTAL HYGIENE 


Striking evidence of the growth of interest among public-spirited 
citizens in mental-hygiene work is to be found in the recent and great 
gift made to the city of New Orleans by Mr. Samuel Zemurray, a resi- 
dent of that city and one of America’s leaders in the field of business. 
Through his gift of $380,000, the Institute of Mental Hygiene of the 
City of New Orleans has been established and a child-guidance clinic 
will be its first activity. 

Mr. Zemurray’s benefaction is all the more significant in that it 
augments, in a substantial way, the resources of a geographical area 
in which organized work for mental hygiene has not kept pace with 
progress made in some other sections of the country. The mental- 
hygiene movement in the South has thus been given an impetus which 
will undoubtedly hasten the development of increased facilities for 
treatment, education, research, and prevention in the mental-hygiene 
field in other Southern communities. The major part of Mr. Zemur- 
ray’s gift has been invested in real estate, the income from which will 
insure a steady annual revenue for maintenance and expansion of the 
project. The balance will be used for the construction of a centrally 
located building to house the child-guidance clinic, plans for which 
are now in the making. Hailed by the local press as one of the most 
important contributions ever made to the city’s welfare, the enterprise 
promises to win the codperation and support of all elements in the 
community, and a representative board of eleven members will be set 
up to administer the institution on an efficient, professional basis, 
free from political entanglements. This body will include the mayor 
of New Orleans; one representative each from Tulane University, 
Louisiana State University, the public schools, and the parochial 
schools; three persons to be named by Mr. Zemurray; and three to be 
named by the New Orleans Child Guidance Clinic. Their successors 
will be named by the New Orleans Community Chest. 

An editorial on the project in the New Orleans Item-Tribune said, 
in part: ‘‘Mr. Zemurray, though exceptionally keen of mind and 
broad of vision, is one of the most practical of men. He has satisfied 
himself by personal observation in many cases, and by further study, 
that psychiatry can and does avert trains of evil, and check a great 
deal of well-developed woe in a wide range of cases. So firmly have 
his observations convinced him of this that he invests his hundreds of 


thousands in an institution to bring its benefits to those that need 
them.’’ 


OREGON PROGRAM FOR MENTAL HyGIENE 


Proposals are under way to place the Child Guidance Clinic of the 
University of Oregon Medical School on a full-time basis and to extend 
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its services, until now restricted chiefly to Portland and Salem, to 
other parts of the state. Plans for this enlargement of its services 
are described in a special pamphlet prepared by the medical school 
and published by the Oregon State Board of Higher Education, which 
sets forth a comprehensive outline for the development of various 
aspects of a codrdinated state mental-hygiene program, and includes 
the report and recommendations of a special committee appointed by 
the governor to study the state’s mental-hygiene needs. 

Under the new program, communities throughout the state are 
invited to collaborate with the central clinic in the organization of 
district units, and specific instructions are given as to the procedure 
to be followed in setting up local clinics. An interesting feature of 
the central organization is the provision of training for teachers of 
children with special disabilities in the public schools, and a condition 
of assistance to local communities in establishing child-guidance serv- 
ices is that special schoolroom facilities be installed in district centers. 
Wisely, also, the program requires that local committees shall include 
authorized representatives of the school district and the medical 
society; and it counsels the addition of representatives of such other 
agencies as are in a position to aid in the effective functioning of the 
clinic, as, for example, the court of domestic relations, various health 
and welfare agencies, and interested civic groups. 

An act was passed by the legislature early this year providing for 
this expansion of child-guidance facilities, and the governor’s com- 
mittee recommends the appropriation of $12,000 annually to the 
medical school to implement it. In addition, and as a nuclear unit 
in the wider program for improved mental-hygiene facilities, the 
committee strongly recommends the establishment of a state psycho- 
pathic hospital upon the campus of the University of Oregon Medical 
School. Legislation for this has already been enacted. An educa- 
tional campaign to secure an adequate appropriation for this purpose 
will be furthered by the Oregon Mental Hygiene Society and other 
interested groups. 

Efforts will be made to correlate the functions of the state board of 
control, the state board of higher education, and the medical school 
in a systematic attempt to develop and expand the state’s remedial 
and preventive facilities in proportion to its needs. ‘‘There is need,”’ 
the report states, ‘‘of instituting preventive measures which should 
eventually make inroads upon the increasing load of numbers needing 
custodial care in the state. It seems to be a sound policy to at least 
make an effort to do something about the increase of custodial care by 
stopping this flow at the source. The child is the fertile field for this 
concentration.”’ 

Medical education is emphasized as another fundamental, and 
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measures are proposed to further the gains in psychiatric teaching 
which followed upon the establishment of a division of psychiatry at 
the University of Oregon Medical School six years ago. The aim is 
‘*not to make psychiatrists out of medical students or those already 
engaged in practice, but to give them the tools to use in recognizing 
early mental conditions, which is the most important step in the 
treatment of such disorders.’’ 

The pamphlet presents persuasive arguments for official and public 
support of the proposed program and contains much instructive mate- 
rial on the aims and purposes of modern psychiatry and mental 
hygiene. An historical note on the evolution of Oregon’s provisions 
for the mentally ill and defective includes references to mental-health 
surveys conducted by the United States Public Health Service and 
The National Committee for Mental Hygiene in 1920 and 1921. 


CoMMISSIONER Parsons Resigns: Dr. TirFany SuccrEeps Him 


Dr. Frederick W. Parsons, New York State Commissioner of Mental 
Hygiene, resigned on August 26, after eleven years of service in that 
post and thirty-five years in various positions in the New York state 
hospitals. Dr. William J. Tiffany, Superintendent of Pilgrim State 
Hospital, has been appointed by Governor Lehman to succeed him. 

Dr. Parsons’ retirement marks off a period of the most striking prog- 


ress in the history of New York State’s care and treatment of the 
mentally ill. The last decade in particular has seen the carrying 
out of the most extensive program of building and expansion under- 
taken since the state assumed full responsibility for its mental wards 
over forty years ago, thus reducing to a nominal margin the excessive 
overcrowding with which its mental hospitals were long afflicted. 
Notable advances have been made in structural improvement, and 
these are evident not only in the construction of new hospitals, but in 
the modernization of existing hospitals, thus raising the level of 
housing facilities throughout the whole system. 

Great progress has also been made in the internal organization of 
New York’s state hospitals during Dr. Parsons’ term of office. This 
progress may be characterized briefly by saying that the whole state- 
hospital service is more active and more dynamic in operation and 
outlook than ever before, thanks to his efficient and productive leader- 
ship and rare executive competence. We first became acquainted with 
his administrative ability in France, when he was commanding officer 
of Base Hospital 117, which contributed so effectively to the control 
of war neuroses among our troops. His successful direction of that 
pivotal unit in the psychiatric organization of the A.E.F. marked 
him as a man of promise destined for a place of eminence in hospital 
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psychiatry. He has fulfilled that promise with distinction and has 
well earned a respite from the heavy responsibilities and arduous 
labors of the commissionership. We wish him long years and the 
fullest enjoyment of the life that is still before him. We suspect. 
however, that he will not rest on his laurels, but will seek out other 
opportunities of service, and, going about doing good, will give us the 
benefit of his ripe wisdom and rich experience. 

To his successor, Dr. Tiffany, we offer our cordial compliments and 
our best wishes for continued success in the high position to which he 
has been called in recognition of his notable career in the state service. 
We look to a new record of achievement in the advancement of the 
mental-health interests of the state under his régime and to the con- 
tinuance of our pleasant relations with the department, in terms of 
mutual service and helpfulness. 


Dr. OVERHOLSER NEW SUPERINTENDENT OF St. EvizaABetus Hosprrau 


President Roosevelt, on September 21, announced his appointment 
of Dr. Winfred Overholser, formerly Commissioner of Mental Diseases 
of Massachusetts, as Superintendent of St. Elizabeths, the government 
hospital for the mentally ill in Washington, to succeed the late Dr. 
William A. White. The appointment is particularly gratifying at 
this time when sinister political interference in institutional affairs, 


exemplified so strikingly by recent events in the administration of the 
Massachusetts state hospitals, is again in evidence in several of our 
states, after a long era of virtually country-wide freedom from this 
evil in state-hospital management. 

Apart from its implied rebuke to the state which Dr. Overholser 
served so well and which for many years led the country in the excel- 
lence of its care and treatment of the mentally sick and defective, we 
hope his designation and the manner in which it was made will have 
a wholesome influence in other parts of the country and will lead to 
the correction of regressive practices in the selection of hospital 
personnel where they now exist. 

Shortly after the death of Dr. White, Secretary Ickes of the Depart- 
ment of the Interior sought the advice of The National Committee for 
Mental Hygiene, to the end that a psychiatrist of the requisite qualifi- 
cations and experience might be chosen for the post. With the col- 
laboration of the American Psychiatric Association, we formed ¢ 
committee of five nationally known psychiatrists to canvass the field. 
This committee selected three of the best qualified men in the country 
and submitted the list, from which Secretary Ickes and President 
Roosevelt made their choice. As a result of this procedure, the gov- 
ernment was assured that the position would be acceptably filled on 
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the basis of professional merit and fitness. We congratulate Dr. 
Overholser on his accession to this important post and extend to him 
our best wishes for a successful régime. 

Dr. Overholser has already distinguished himself by the efficiency 
of his work in several important positions, notably that of Massachu- 
setts Commissioner of Mental Diseases, to which he rose by progres- 
sive promotions through fifteen years of conspicuous service in the 
state hospital system. His attainments have been recognized by sev- 
eral professional bodies, among them the Massachusetts Psychiatric 
Society and the New England Society of Psychiatry, both of which 
chose him as their president; the American Psychiatric Association, 
which elected him to its governing council, to membership on its 
executive committee, and to the chairmanship of its Committee on the 
Legal Aspects of Psychiatry; and The National Committee for Mental 
Hygiene, which appointed him to membership in its Scientific Admin- 
istration Committee, its Mental Hospital Survey Committee, and its 
Committee on Research in Dementia Praecox. 

His interests are wide and deep, extending far beyond the hospital 
field to the broader aspects of social psychiatry and mental hygiene, 
and he has made many valuable contributions to the advancement of 
his profession, notably in the field of criminology. For five years he 
was closely identified with the successful administration of that far- 
sighted example of advanced socio-criminological legislation commonly 
known as the Briggs Law of Massachusetts. He has also had consid- 
erable teaching experience, as professor of psychiatry at Boston Uni- 
versity Medical School, and as lecturer at the Boston University 
School of Law. He has written extensively on psychiatric topics for 
professional and lay journals, and has served as consultant and 
adviser to a variety of agencies, public and private, that deal with 
mental-health problems. 


War AS A DISEASE 


The concept of health as applied to life problems outside the field 
of medicine, and as a fruitful way of thinking about these prob- 
lems, is an old and familiar one, with a long and honorable career 
of usefulness. Economic health, social health, spiritual health, and 
other variants readily come to mind. Social psychiatry and mental 
hygiene derive their significance, in great part, from the fact that 
they have given a meaning and a reality to the concept far beyond 
its analogical value, or its use as a figure of speech, by showing that 
many of man’s problems can be better understood in terms of mental 
health, and that mental ill health is actually at the basis of these prob- 
lems, or is an important contributing factor, in so far as they involve 
aberrant human behavior. 
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Employing the concept in this sense, Lord Horder, in a recent 
address to the Royal Institution of Great Britain (reported in the 
Journal of the American Medical Association, August 28), declared 
that war is ‘‘the greatest of all modern diseases, though it is pri- 
marily a disease of the mind and not of the body.’’ ‘‘Science,’’ he 
goes on to say, ‘‘has reduced enormously the casualties due to the 
attack of the microbe on man; but science has increased in much 
greater proportion the casualties due to the attack of man on man.”’ 

Intimately familiar as the medical profession is with the horrors 
of war, and determined that it should play a part in its prevention, 
an organization of physicians called the ‘‘ Medical Peace Campaign’”’ 
has been formed to work with the various national and international 
bodies that participate in the growing peace movement. The British 
Medical Association recently moved to appoint a committee to con- 
sider and report on the psychological causes of war, and to urge the 
creation of an international section under the Health Organization 
of the League of Nations to deal with the ‘‘ psychology of war’’ on 
similar lines to the section now dealing with epidemiology. 

In this connection it is interesting to note the reactions of the 
statesmen and the press of the various nations to whom the Nether- 
lands Medical Association addressed its memorable document on war 
prophylaxis two years ago. The progress report on its campaign 
issued by the association early this year, and quoted extensively in 
the July number of the American Journal of Psychiatry, is illuminat- 
ing. With few exceptions, the replies of the statesmen are couched 
in the evasive, noncommital, and meaningless language characteristic 
of the futile diplomacies of the past. The newspapers and profes- 
sional journals, on the other hand, rose to the challenge and responded 
encouragingly and whole-heartedly to the appeal to combat the 
**psychosis of war’’ and to collaborate for the peace of the world. 

A novel slant on the psychology of war is furnished in an interest- 
ing article in the current (October) Survey Graphic by Dr. Karl A. 
Menninger, based on his forthcoming book, Man Against Himself, in 
which war is analyzed and interpreted as a form of self-destruction. 


THe WiLuiAM ALANSON WHITE PsycuiatTric FOUNDATION 


To foster advanced training in mental medicine and to ‘‘bring 
psychiatrists to a new level of competence’’ in their profession, a 
group of noted practitioners, teachers, and research workers have 
formed ‘‘The William Alanson White Psychiatric Foundation’’ and 
launched ‘‘The Washington School of Psychiatry,’’ in the District 
of Columbia, ‘‘for research and graduate work in psychiatry and the 
related biological and social disciplines.’’ Organized during the life- 
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time of Dr. White, who was named honorary president of the founda- 
tion, it has, since his death, taken on the character of a memorial 
in his honor, whose scope and purposes will be further developed and 
broadened as the desired funds are secured. Donations will be sought 
for a building and equipment for the school, for professorship endow- 
ments, scholarships and fellowships, grants-in-aid for tuition loans, 
and laboratory and research facilities. 

The school, which will offer a three-year course, is organized in 
three divisions: The Biological Sciences, Ernest E. Hadley, Director 
and Professor of Human Biology ; The Social Sciences, Edward Sapir, 
Director and Professor of Anthropology; and Psychobiology, Harry 
Stack Sullivan, Director and Professor of Psychiatry. In keeping 
with the graduate character of the school, the faculty is made up 
of authorities in the various disciplines, who are called in from 
research, practice, and university or medical-school teaching, to give 
lectures, conduct seminars, and engage in prolonged personal con- 
ferences with each student. Some thirty lecturers are included in 
the provisional organization of the faculty, and the training com- 
mittee of the Washington-Baltimore Psychoanalytic Society will 
collaborate in arranging for training in psychoanalysis and for related 
lectures, seminars, clinical conferences, ete. Further information 
regarding the school and the foundation may be secured from Dr. 


Ernest E. Hadley, Secretary, 1835 Eye Street N.W., Washington, 
D. C. 


INSTITUTE OF CRIMINAL SCIENCE 

A new force in the war against crime makes its appearance with 
the establishment, in Washington, D. C., of the Institute of Criminal 
Science, a private enterprise ‘‘dedicated to the scientific study of 
crime and its prevention.’’ In a statement announcing the formation 
of the Institute, we read: ‘‘There is a vital need for an institution 
which will provide scientific training for the policeman, investigator, 
court officer, laboratory technician, lawyer, doctor, and judge. Incred- 
ible as it may seem, this country contains no school public in character 
whose sole aim is to attack the problem of crime from every angle,’’ 
and in which ‘‘the techniques, research findings, and basic principles 
of every field which bears upon the problem of crime’’ can be brought 
together and correlated. 

The Institute of Criminal Science has been founded in response 
to this need. It is to be a non-profit foundation, coeducational and 
largely devoted to graduate teaching and research, in which the ‘‘skills 
of the mechanic, the discoveries of the inventor, the findings of the 
psychologist, the psychiatrist, and the sociologist, the experiments 
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of the physicist and the chemist, the genius of the doctor and the 
lawyer will be mobilized into one fused and organic unit scientifically 
organized and directed toward a common cause.’’ 

The Institute’s primary efforts will be directed toward the training 
of personnel in the scientific aspects of criminal science, research, 
improvement of present methods, and the offering of instructional 
assistance to those interested in the remedial, corrective, and pre- 
ventive phases of the crime problem. The courses of study will 
embrace the medico-legal aspects of criminological science, social work, 
field work in crime detection, industrial investigation, and other pro- 
fessional fields. Instruction is offered in forensic chemistry, ballistics, 
the sociology of law, psychiatry, penology, juvenile delinquency and 
education, the psychology of childhood and adolescence, personality 
and social adjustment, the principles of mental hygiene, and so forth. 

Other features of the Institute will be a public lecture forum, a 
periodical entitled the Archives of Criminology and other publica- 
tions, and The American Academy of Criminal Science, a membership 
organization now in the process of formation. Although the educa- 
tional program of the Institute is now on a year-to-year basis, it 
envisions a time, in the not too distant future, ‘‘when it will offer 
four- or six-year courses analogous to the training now provided by 
law and medical schools.’’ Inquiries regarding admissions, fees, and 
other phases of the school’s work are invited and should be addressed 
to Mr. Patrick B. Kelly, Executive Director, Institute of Criminal 
Science, 1741 K Street N.W., Washington, D. C. 


PsYCHIATRISTS TALK TO CHILD-CARING AGENCIES 


The establishment of an ‘‘ Eternal Village,’’ where certain types 
of criminals and mental defectives could be sent and from which there 
would be no return, was proposed by Dr. E. J. Humphreys in an 
address at the Twenty-seventh Annual Conference of Children’s 
Agents held under the auspices of the State Charities Aid Association 
in New York City on March 18 and 19. Citing his experiences as 
director of research at Letchworth Village, Dr. Humphreys declared 
that many children are committed to institutions as a punishment, 
and as a result their lives are needlessly marred. On the other hand, 
he said, for certain mental defectives neither the foster home nor 
the institution can suffice. These are the incurable cases that menace 
society because of antisocial characteristics. For these, he said, ‘‘there 
should be one place from which there is no return—the Eternal Vil- 
lage. This may be a phantasy, but I should like to see a place whence 
criminals and defectives cannot return to commit murders and crimes 
over and over again.’’ 
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Dr. James S. Plant, Director of the Essex County Juvenile Clinic, 
Newark, N. J., speaking at the same meeting, urged welfare workers 
to shun emphasis on techniques and to develop a more personal and 
individual relationship with their clients. He predicted a change in 
the whole social-worker-client relationship. ‘‘I know this is heresy, 
standing in a country that has gone technique-wild,’’ he said. ‘‘ But 
before we go too far in technique, let’s begin to realize the way people 
feel and live. We are all bundled up in techniques. The way to 
make people good is to be good ourselves. The way to give them 
faith is to have faith. And the way to give them happy lives is 
to be happy ourselves. Any other course is treason in the field of 
social work.”’ 

Dr. Plant traced the changing concepts of personality, saying that 
at first it was measured by what a people do rather than by ‘‘ what 
they are.’’ Later the concept was changed, he said, and personality 
was found in the person who did something and in his manner of 
doing it rather than in what he did. In the courts, he explained, 
thinking became about the delinquent rather than the delinquency. 
The third phase, he said, was to ‘‘integrate the actor into the whole 
life,’’ and the fourth was to integrate this whole into the total life 
pattern. ‘‘We cannot understand people unless we understand the 
places in which they grow. We cannot change people unless we change 
their environment. Unless we recognize the total environment, we 
are just going on doing an interesting work, but a fruitless one.’’ 


NATIONAL CONFERENCE ON NurSERY EpvucATION 

A thousand persons, including representatives of over thirty 
national organizations, are expected to participate in the Biennial 
Conference of the National Association for Nursery Education, which 
is to be held in Nashville, Tennessee, October 20 to 23. The program 
has been built around the general theme, ‘‘Safeguarding the Early 
Years of Childhood,’’ and specialists in medicine, psychiatry, den- 
tistry, psychology, social work, and nursing will contribute to the 
discussions. The speakers will include Dr. Martha Eliot, Dr. Mary 
S. Fisher, Lawrence K. Frank, W. Carson Ryan, Jr., and other noted 
workers in specialized fields contributing to the study of child devel- 
opment. It is hoped that the conference will lead to the shaping of 
definite plans for a more effective codrdination of all the agencies 
now at work in the field of early childhood. 


PLANNING AN INTERNATIONAL HEALTH CONGRESS FOR 1939 


The National Health Council announces that plans are being made 
for the holding of an International Health Congress during the New 
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York World’s Fair in 1939. In a statement to the press, Dr. Donald 
B. Armstrong, president of the council, explained that advantage will 
be taken of the fact that hundreds of noted medical specialists and 
public-health authorities, representing many countries, will be visit- 
ing New York City at that time, and many of these will be invited to 
speak on topics of interest not only to professional groups, but to the 
general public as well. The program will be related, as far as pos- 
sible, to the exhibits on medicine and public health on display at the 
fair, and it is hoped that subsequently a permanent American 
Museum of Hygiene, similar to the famed German Hygiene Museum 
in Dresden, will be established in New York. 


Dr. Heaty Grves 1937 Satmon LeEcTURES 

One must be exceedingly critical in interpreting any given type 
of behavior as due to constitutional determinants, Dr. William Healy 
declared in the first of his three Thomas W. Salmon Memorial Lectures 
given at the New York Academy of Medicine during April. What 
is understood at any given time to be the individual’s constitution, 
Dr. Healy cautioned, may be the result, in part, of external condition- 
ings. As an instance he cited the case of an unstable boy, now a 
confined criminal, who appeared to have a sound body and normal 
intelligence and yet did not fit into any ordinary psychiatric category. 
With nothing special brought out concerning heredity, the boy’s 
instability, wayward impulses, and other unfortunate personality char- 
acteristics, shown under all sorts of environmental circumstances, were 
finally traced to the mother’s morphinism during the whole period of 
pregnancy. 

Dr. Healy further stated that psychological and psychiatrie types 
of reactive tendencies ‘‘are by no means always strictly correlated 
with types of body build.’’ This was learned through numerous 
observations of divergencies that contradicted the familiar formula 
that the broad, stocky person is an extraverted, care-free, jolly fellow, 
and that the ‘‘leptosome,’’ the long, narrowly built individual, turns 
into himself his ideational and feeling life or is par excellence the 
artist. ‘‘The picture of personality is seldom all of one piece in 
accord with this formula,’’ he said. 

On the other hand, according to Dr. Healy, clinical observations 
have shown many evidences of the effects on personality of under- 
growth and overgrowth, of delayed precocious maturation, and other 
physiological factors—effects that in certain cases have lasted long 
after nature, aided or unaided, has instituted corrections. ‘‘Who 
knows but it is very likely that the destinies of Europe would have 
been entirely different if Napoleon’s stature had more nearly con- 
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formed to the norm; and the bulk of Henry the Eighth, which was 
such an asset in jousting, gave him in youth a superiority complex 
that has also had its influence on the world these three hundred 
years.”’ 

Following his examination of the foundations of personality struc- 
ture, Dr. Healy, in his second lecture, dealt with the ‘‘developing 
and emerging personality,’’ and discussed Jung’s hypothesis of con- 
stitutionally determined types of response. In his personality typol- 
ogy, Dr. Healy pointed out, Jung has further divided his conceptions 
of the extravert and the introvert into feeling, thinking, intuitive, 
and sensory functional subtypes. After a considerable attempt to 
follow these classifications in evaluating personality, he said, ‘‘1 found 
so many difficulties in this and so little help in making clear what 
one wished most of all to know—namely, the extent to which the 
personality can be modified—that I regretfully abandoned the use of 
these categories.’ His experience, he added, confirmed the fact that 


by far the largest number of individuals are ‘‘ambiverts,’’ and that 
there is, in most persons, no sharp dichotomy between extravert and 
introvert. In place of this classification Dr. Healy has employed a 
descriptive schedule of personality characteristics, which he described 
and which, he said, ‘‘has proved more serviceable than any other we 
have tried’’ in an attempt to determine the part that personality 


plays in the total situation when the cause of a given maladjustment 
is under question. 

The fact that intelligence-rating scales cover only a small part of 
intelligence and that personality factors may be the more important 
determinants of behavior was emphasized, Dr. Healy said, in recent 
researches at the Judge Baker Guidance Center, which showed that, 
in spite of considerable opinion to the contrary, the feebleminded form 
anything but a homogeneous group, and that their personalities differ 
significantly in dynamic, social, emotional, and even ethical qualities. 
One study revealed practically no differences in later behavior adjust- 
ments between those of average and those of defective intelligence; 
while another study of a large number of defective children demon- 
strated great divergencies in personality attributes, and showed that 
nearly twice as many of those originally regarded as having person- 
ality assets as of those having liabilities were getting along successfully 
when they reached young adulthood. Striking examples, he said, 
could be given of the energy, industry, and persistence displayed by 
some of these morons. ‘‘My experience with a good many thousand 
of individuals has taught me that we can expect anything but a 
one-to-one correlation between high intelligence and the most desirable 
personality characteristics.”’ 
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In his third lecture, ‘‘Personality in Widening Human Relation- 
ships,’’ Dr. Healy noted the phenomenon that ‘‘for good or ill’’ 
national traditions and the mores and cultures of small groups con- 
tinually encourage the formation of certain personality characteristics 
and definitely discourage others. The persisting efforts of early estab- 
lished personality conditioning, he said, are well recognized by intel- 
ligent families and by many educative institutions, notably the Roman 
Catholic Church, and the struggle of other social and even religious 
organizations to make a permanent impress is almost never so success- 
ful because of the lack of concretely instituted conditioning. The 
influence of the wholesale acceptance of definite codes of behavior 
upon the habitual personality responses of whole peoples, he con- 
tinued, is seen in the Chinese. ‘‘The most exquisite example in the 
world’s history of durable stamping of national personality pat- 
terns,’’ he said, ‘‘is to be seen through the drill in ceremonies and 
codes of behavior as the results of the precepts of Confucius. Whatever 
one may believe concerning the innate psychobiological constitution of 
the Chinese, still it seems clear that a most profound imprint upon 
the personality attributes of the Chinese was made through the codes 
that emanated from the academy of wisdom in the Province of Lu.’’ 
Speculating on the new social forces in the making in our own day, 
such as the national cultural patterns ‘‘forced upon practically all 
the people in the leading Fascist and Communist countries,’’ Dr. 


Healy concluded: ‘‘How interesting it would be to have the oppor- 
tunity to look, say a hundred years hence, at the results of these gen- 
eral patternings. With all the strength of concretely instituted con- 
ditioning, national and individual personality characteristics must be 
greatly, and some may well think viciously, in the forming.’’ 


SOcIOMETRY 


With the appearance of its first issue this fall, Sociometry, A 
Journal of Inter-personal Relations, makes its bow as a newcomer in 
the large and growing literature of the social sciences. The publica- 
tion, which derives its name from the novel technique for the study 
and interpretation of behavior disorders originated by Dr. J. L. 
Moreno, a New York psychiatrist, will serve as a medium for the 
development of scientific work based on the theories and experiments 
growing out of this new and unique orientation in psychological 
thought and practice. 

Sociometry is defined in an editorial foreword as a device for the 
measurement of individual social responses and as a means of describ- 
ing ‘‘the degrees and forms of intimacy longed for by each person in 





NOTES AND COMMENTS 691 


relation to each of his fellows.’’ It is also a philosophy of group 
relations which draws much of its material from the psychiatrist’s 
studies of the need for human affection and response, and which 
undertakes to clarify and express more accurately the complete struc- 
ture of inter-personal relations to which the psychiatric and other 
approaches jointly contribute understanding. It sees the life of man 
in modern society as ‘‘a single great problem which, however com- 
plex, calls always for a generous and flexible recognition of his social 
as well as his biological needs, in the conerete unity of each individual 
personality.’ As such, it will emphasize the attention to cultural 
influences upon human adaptation evident in the newer trends of 
socio-psychiatrie research, and will aim to draw together in closer 
relationship research workers in biology, psychology, sociology, eth- 
nology, and other disciplines that contribute to the study of inter- 
personal relations, with a view to a better integration of their sciences 
in this field. 

Sociometry is a quarterly journal. It is edited by Professor 
Gardner Murphy, of Columbia University, and is published by Dr. 
Moreno at Beacon Hill, Beacon, New York. Dr. Nolan D. C. Lewis 
of the New York State Psychiatrie Institute, Professor Robert S. 
Lynd of Columbia University, Professor William H. Kilpatrick of 
Teachers College, Professor Gordon W. Allport, and Eduard C. Linde- 
man of the New York School of Social Work are contributing 
editors. The initial issue, which combines the July and October 
numbers, presents the following papers: Inter-personal Therapy and 
the Psychopathology of Inter-personal Relations, Social Attraction- 
Patterns in a Rural Village, Racial Cleavage in Negro-White Groups, 
Intra-family Relationships in Attitude, Sociometric Planning of a 
New Community, and Sociometry in Relation to Other Social Sciences. 
Subseriptions and editorial correspondence should be addressed to 
the Managing Editor, Post Office Box J, Beacon, New York. 


MENTAL DEFECTIVES AND EPILEPTICS IN INSTITUTIONS 

The Federal Census Bureau reports a total of 111,968 patients on 
the books of public and private institutions for mental defectives 
and epileptics in the United States on January 1, 1936, according 
to its last annual (1935) enumeration—an increase of 3,284 over the 
preceding year. Of these, 97,439 were in institutions, and 14,529 
on parole ‘‘or otherwise absent.’’ The figures are from 80 state, 3 
city, and 66 private institutions—149 in all. Over 95 per cent of the 
patients are in state institutions. There was a total of 13,152 admis- 
sions during the year, and 9,868 separations (discharges, deaths, and 





692 MENTAL HYGIENE 


transfers). Of the first admissions to state institutions in 1935, 
7,351 were mental defectives, 895 epileptics, and 1,603 both mentally 
defective and epileptic. 

The report points out that these statistics relating to patients in 
institutions primarily for mental defectives and epileptics do not 
furnish even an approximate measure of the total number of such 
patients, either in the country as a whole or in the several states, 
since these institutions contain only a small! part of the total number 
of such persons. The vast majority of them are not confined in 
institutions, but live at large in the community. Many are inmates 
of prisons and reformatories, others are in almshouses, and some are 
in hospitals for mental patients. 


Unirep Stares Narcotic Farm No. 2 

The corner stone was recently laid for the second federal narcotic 
farm which the United States Public Health Service is building at 
Fort Worth, Texas. This will be a duplicate of the institution opened 
in Lexington, Kentucky, two years ago, except for a difference in the 
type of patient treated. Lexington is primarily for federal prisoners 
who are addicts, while Fort Worth is to be primarily for voluntary 
patients. Volunteers will be obliged to present certificates from their 
private doctors that they want to take the cure, and they must sign 
an agreement that they will remain in the hospital until discharged. 
If they can afford it, they must pay a dollar a day for maintenance. 

The experience at Lexington has convinced the authorities that the 
system of treatment instituted there under the direction of Dr. Law- 
rence Kolb has produced by far the best results. Dr. Kolb seldom 
uses the reduction method, and when he tapers off a patient, he does 
so rapidly. Usually the patient is deprived of his drugs abruptly and 
completely. Most of the abstinence phenomena disappear in a few 
days, and as they wane, the patient gets sedative drugs (other than 
opiates), soothing baths, and electrotherapy. In two weeks for the 
most responsive addicts, two months for the most refractory, the 
patients are discharged from the infirmary, to work and play under 
supervision, until they appear well enough adjusted to be released. 
Up to last winter, the Lexington narcotic drug farm had admitted 
about two thousand addicts and discharged over a thousand as 
physically cured of addiction. 

At the psychiatric meetings in Pittsburgh, Dr. Frank J. Curran, 
of New York University, said that there appeared to be a definite 
increase in mental illness due to the use of drugs, both of the 
‘*bromide’’ and ‘‘barbiturate’’ type, and that the barbiturates such 
as amytal, barbital (veronal), were sold in most states without 
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restriction. According to Dr. Curran, the types of individual using 
these drugs over a long period are chronic alcoholics, psychopaths, and 
psychoneurotie individuals. But while this form of drug addiction 
is on the increase, the number of morphine and opium addicts is 
decreasing in the United States, according to Dr. Kolb. He said that 
less than 20 per cent of drug addicts in this country have ‘‘strong 
habits.’’ The other 80 per cent are only mild addicts and can be 
eured by abrupt withdrawal of the supply. 


St. DyMPHNA IN OHIO 


The current interest in ‘‘family care’’ of the mentally ill as an 
alternative to, and a relief from, the ever-increasing burden of institu- 
tional care lends special significance to an event that took place at 
Merey Hospital, Canton, Ohio, on May 23, when a group of 1,500 
people, including medical men, state officials, probate judges, and the 
Catholic clergy, gathered to witness the dedication of a shrine to 
St. Dymphna, patron saint of the famous colony at Gheel, Belgium, 
where, from the sixth century on, miraculous cures of mental and 
nervous diseases have been attributed to her. We are indebted to 
Dr. John D. O’Brien, psychiatric practioner in that community, for 
the following account of the proceedings. 

Dr. O’Brien has done a great deal, through his writings and pro- 
fessional activities, to enlist the interest of Catholic groups in better 
treatment for the mentally sick. During the past two years, he has 
sought the support of Catholic bishops for the movement, initiated by 
him, to place full-time chaplains in state hospitals throughout the 
country. Linked with this effort is an attempt, also sponsored by Dr. 
O’Brien and his colleagues in the church and the profession, to 
promote popular devotion to St. Dymphna, as ‘‘interecessor for the 
mentally afflicted.’’ ‘‘Prayers, such as have been used at Gheel for 
centuries,’’ writes Dr. O’Brien, ‘‘have been placed in the hands of 
all the Catholic chaplains of the various state institutions throughout 
the United States, and in twenty institutions ‘perpetual novenas’ are 
now in operation.”’ 

The shrine at Canton, which consists of a statue of St. Dymphna 
and a relic of the saint, was blessed by Bishop Joseph Shrembs of 
Cleveland amid the colorful ceremonials prescribed by the church 
for such occasions. A procession, led by trumpeters of the Cleveland 
Symphony Orchestra, escorted the relic from the hospital chapel, 
where the shrine was installed, to an outdoor altar, where a special 
service was held, featured by a chorus which sang the cantata pre- 
sented every year in Gheel on the feast day of the saint (May 15) 
for more than a thousand years. The statue, which was carved from 
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Slavonic oak by J. Van Der Wee, celebrated Belgian sculptor and 
woodeutter, was contributed to the hospital by Dr. O’Brien, who 
made the presentation address. The hospital at Gheel, he said, is 
staffed by the same order of nuns, the Sisters of St. Augustine, who 
conduct Mercy Hospital, which has had a psychiatric pavilion for 
the past eight years, and he expressed the hope that, with these 
beginnings, there may eventually be established in Canton a ‘‘second 
Gheel.”’ 

In his sermon, in which he told the story of St. Dymphna and of 
the colony traditionally associated with it, Bishop Schrembs stressed 
the intercessory power of prayer as a therapeutic factor in the pro- 
motion of mental cures, and urged a closer codperation between the 
forces of science and religion in the care and treatment of the mentally 
ill. In this connection Dr. O’Brien cited a study that he had made 
of psychiatric opinion on the question of chaplains’ services in state 
hospitals, reporting that ‘‘75 per cent of the superintendents of these 
institutions regard religion as a therapeutic measure of importance 
in the treatment of nervous and mental disorders.”’ 


Sr. VincentT’s SCHOOL FOR THE MENTALLY RETARDED 


Catholic educators who have for some time deplored the relative 
absence of special Catholic-school facilities for backward children 
who cannot make the grade in parochial schools will be glad to learn 
of the recent establishment of St. Vincent’s School, a residential insti- 
tution for the special training and adjustment of retarded girls, 
located near Santa Barbara in California, and conducted by the 
Daughters of Charity of St. Vincent de Paul. It has a capacity of 
200 and is open to girls from three to sixteen years of age, with 
intelligence quotients between 60 and 80. Tuition rates range from 
$35 to $100 a month, depending upon economic circumstances in the 
individual case. The school is organized along the most approved 
lines of pedagogical and psychological procedure in the field of educa- 
tion of the slow-learning child, with the usual academic curriculum of 
the special school, but with emphasis on the activity type of program 
geared to the individualized approach. Practically every form of 
treatment is available to the school for remedial work in the field of 
special disabilities (such as difficulties of speech and reading), and 
provision has been made for various types of medical, psychological, 
educational, and other professional services, including research and 
study. The school has been highly recommended by California author- 
ities in work with exceptional children. For further particulars 
address Sister Superior, St. Vineent’s School, Box 635, Santa Barbara, 
California. 
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Dr. ARTHUR W. ROGERS 


We grieve, with his many friends and admirers, at the death of 
Dr. Arthur W. Rogers, director of the nationally known sanitarium 
in Wisconsin that bears his name. He was an outstanding psy- 
chiatrist, one of the most useful in his profession, as the honors 
conferred upon him by the various medical societies of his state 
amply testified. The conversion of his million-dollar institution, the 
Oconomowoe Health Resort, from a privately owned into an endowed 
hospital, renamed the Rogers Memorial Sanitarium, in memory of his 
wife, after her death in 1930, and the assignment of his property as 
a public trust in perpetuity for the benefit of the mentally ill, were 
the crowning acts of his distinguished and altruistic career. Char- 
acteristically, he promised also to leave his personal estate for the 
further development of the sanitarium along research and educational 
lines. In providing so splendidly for the continuity of the fine insti- 
tution which he created and so ably directed for thirty years, Dr. 
Rogers builded better than he knew, and his beneficent life work, 
embodied in his institution, is his own best memorial. 


A Copy or ‘‘MEentTAL’’ HyGreENE WANTED 


A request has come in for a copy of the April, 1926, issue of 
MENTAL HYGIENE, to complete the file of a university library. As the 
supply of this issue is exhausted, we would appreciate it very much 
if any reader who has a copy that he does not care to keep would 
send it in to The National Committee for Mental Hygiene, 50 West 
50th Street, New York City. 
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